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The 


Management 


Inorganic Salts 


of an Recognizing the rapid growth of bony structure during infancy, we 
Infant’s Dj are aware of the necessity of having an ample supply of mineral salts 
nfant's Viet in the diet of infants. We have always considered this point, and during 
the process of manufacture of Mellin’s Food the salts present in the 
grains used are retained and incorporated into the finished product. 

On account of the deficiency of potassium in diluted cow’s milk as compared with human 
milk, an amount of this important salt is added to Mellin’s Food, which together with the natural 
salts of the grains used in making Mellin’s Food, gives a content of mineral salts more in accord 
with those present in human milk. | 

The following analysis gives the percentage of various salts contained in 4.30 parts of 
salts — the percentage of inorganic constituents in Mellin’s Food: 

















Bicarbonate Potassium - - 2.536 Phosphate Iron - - - - .016 
Phosphate Potassium - - .897 Chloride Sodium - - - - .097 
Phosphate Calcium - - - .037 Sulphate Sodium - - - - .131 
Phosphate Magnesium - -_ .213 Sulphate Potassium - - - .383 | 


4.310 

From the foregoing, and taking into account the salts in whole milk, it will be seen that 
all Mellin’s Food modifications contain a total salts content slightly in excess of that present in 
human milk; thus a physician is assured of an adequate supply of bone-forming material for any 
infant fed according to the 


Mellin’s Food Method of Milk Modification 
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Original Communications. 


CONGENITAL PYLORIC STENOSIS—A 
COMPARISON OF THE OPERATIVE 
PROCEDURES FOR ITS RELIEF, AND 
A CONTRIBUTION TO THE TECH- 
NIQUE. 


By W. LOWNDES PEPLE. M. D., F. A. C. S., Rich- 
mond, Va 
Professor of Clinical Surgery, Medical College of Vir- 


£inla. 

Congenital Pyloric Stenosis has long been 
recognized, but for many years it was re- 
garded more as a pathological curiosity than 
a definite clinical entity. 

To William A. Downs, of New York, is due 
the credit of focusing the attention of the pro- 
fession on this disease, and the great good and 
lasting benefits that are soon to be seen are 
directly attributable to the influence of his work 
and writings. 

As to the cause of this condition, we know 
nothing. 

Its pathology consists of a marked thicken- 
ing of the circular muscle of the pylorus, with 
an intense oedema; just as though the tissues 
about the muscle had been tightly infiltrated 
for an operation under local anaesthesia. 

Downs believes that there is a congenital 
hypertrophy of the circular muscle, and that 
the gradual closure of this is followed by the 
oedema, as the violent peristaltic efforts of the 
stomach meet the resistance of the gradually 
closing ring. 

The symptomatology has been worked out 
until the diagnosis is no longer a matter of 
great difficulty. The trouble usually begins 
from the second to the fourth week, and is, as 
a rule, gradual in onset. 

In an infant not otherwise ill, there is per- 
sistent vomiting after the taking of food. Dis- 
tinct peristaltic waves can be seen, beginning 
at the cardiac end of the stomach and spend- 
ing themselves against the closed pylorus on 
the right. The stools lessen in size and fre- 
quency, and often stop for days at a time, or 


altogether. Finally, a small hard mass, about 
the size and shape of an olive, can be felt in 
the region of the pylorus, and the picture is 
complete. 

Congenital Pyloric Stenosis is by no means 
2« common condition, but when its diagnostic 
principles have become widely disseminated 
among the profession, it is safe to predict that 
more and more cases will come to operation, 
and that these will be exactly balanced by a 
corresponding diminution in the 
inanition, marasmus and malnutrition in the 
vital statistics. History will repeat itself: the 
late cases will come first, and then the earlier, 
operable ones will follow. 

The problem of Congenital Pyloric Stenosis 
is a mechanical one: a blocked pylorus, in an 
infant six weeks old, that must be met with 
an abdominal operation. Add to this a week 
or ten days of almost complete starvation, and 
what seemed a highly hazardous undertaking 
has deepened into one of extreme peril. 

In a series of sixty-six cases reported by 
Downs, the total mortality was 29°. Poste- 
rior gastro-enterostomy gave 35° mortality, 
while the Rammstedt operation gave 23°, 
These cases were taken as they came, and 


cases of 


operation, even on the moribund, was not re- 
fused. This undoubtedly is a higher mortal- 
ity than he will ever report again, as cases 
are coming earlier; but still. with a mortality 
of 29% in the hands of one so skilled and ex- 
perienced, it is readily seen that at best, the 
operation is no light undertaking. 

Posterior gastro-enterostomy has served a 
useful purpose in these cases, but it bids fair 
to be completely supplanted by the simpler 
procedure devised by Rammstedt. 

Gastro-enterostomy requires from thirty 
minutes to an hour. The greater traumatism 
and time consumed increase the opportunities 
for shock at least five-fold. The stomach and 
jejunum are both opened, multiplying the 
chances of infection. Hemorrhage that can 
be seen and hemorrhage that we conceal with 
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stitches are far more likely to occur. 

The mere mechanical problem of uniting a 
stomach, whose walls are greatly thickened 
from constant spasm, to the jejunum, whose 
walls have undergone a corresponding atrophy 
and shrinkage from disuse, is no small part 
of one’s troubles. Even the smallest needles 
and softest sutures will tear, at times, the deli- 
cate tissues of the bowel. 

The stomach empties itself through the arti- 
ficial opening more quickly than normal, giv- 
ing rise in some cases to digestive disturbances 
after recovery. Finally, if gastro-enterostomy 
should fail mechanically, one has nothing left 
but autopsy; should pyloroplasty fail, one still 
has gastro-enterostomy. 

The Rammstedt operation of partial pyloro- 
plasty requires far less technical skill to per- 
form. The dangers of infection and hemor- 
rhage are minimized. 

Through an upper right rectus incision, the 
tumor is readily found and picked up between 
the thumb and fore-finger of the left hand, and 
incised with a scalpel longitudinally on_ its 
least vascular surface, usually in the line of 
the lesser curvature. The incision is gener- 
ally about an inch and a half in length and 
is made down to the gastric mucosa, which 
rolls into the wound. With a pair of small, 
blunt scissors, or hemostats, the divided cir- 
cular muscle is now separated, making a dia- 
mond-shaped wound of the incision. 

The separation should start on the stomach 
side and be pursued cautiously toward the 
duodenum. Downs calls attention to the 
abrupt transition of thickened stomach into 
duodenal structures as thin as tissue-paper. It 
is here that perforation is apt to occur unless 
one is very careful. Should such an accident 
happen, the opening can quickly be closed with 
one or more small sutures. 

If the circular muscle is well divided, gas 
pressed from the stomach will demonstrate its 
patency, and the peristaltic effort of the stom- 
ach can be depended on to keep it open. The 
passing of probes through a small opening in 
the anterior wall of the stomach has _ been 
abandoned. It gave rise to infections and was 
found to be unnecessary.. 

No sutures are required and ligature of ves- 
sels is seldom necessary, as the slight oozing 
is readily controlled by the pressure of hot 
pads. The whole operation can usually be 


completed in from ten to fifteen minutes. 
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I have had but four cases, in all, of this 
condition. In two, gastro-enterostomy was 
done, and in the others the Rammstedt opera- 
tion was performed. After briefly reporting 
them, I wish to call attention to certain fea- 
tures of the technique which have seemed to 
me to be of much practical importance. 

Case 1—Referred by Dr. McGuire Newton. 

V. P. White. Male. Age, ten weeks. 

This baby presented all the classical symp- 
toms of this condition, plus those of starva- 
tion. He had vomiting, visible peristalsis, the 
tumor, and almost complete constipation. He 
was greatly emaciated, weighing two pounds 
less at the time of operation than at birth. He 
was small, withered and shrunken. His fea- 
tures were pinched, and his extremities were 
cold. He was a miserable operative risk. 

Bismuth-pictures taken by Dr. A. L. Gray 
showed a tiny thread-like opening at the pylo- 
rus. Six hours later, there were but a few 
scattered particles throughout the intestines. 

On Friday, the: 13th of February, 1914, a 
posterior gastro-enterostomy was done. It 
took fifty minutes. The child stood the opera- 
tion well, made an uneventful recovery, and 
is perfectly well today. 

Case 2.—Referred by Dr. McGuire Newton. 

L. G. White. Female. Age, seven weeks. 

Was apparently normal at birth, weighing 
seven and three-quarter pounds. She gained 
a pound in the first two weeks, and was plump 
and healthy. About the tenth day she began 
vomiting. The amount was small at first, but 
it steadily increased in quantity and dimin- 
ished in frequency. Constipation was very 
obstinate. There was visible peristalsis, and 
a well-defined tumor was made out. She 
weighed half a pound less at the time of opera- 
tion than she did at birth. She was, if any- 
thing, a worse risk than the first case; being 
extremely emaciated, pinched and shriveled. 

November 24th, 1914, posterior gastro-en- 
terostomy was done. It required forty-five 
minutes. The vomiting continued, and the 
little thing looked cold and depressed. I feared 
that the opening was not working, and that 
she would surely die. 

On the third day, I dressed the wound. 
When the second strip of adhesive was removed 
there was an audible gurgle, after which there 
was no further trouble. All our pains and 
trouble were nearly set at naught by a strip 
of adhesive plaster being applied too tightly. 
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The lesson here is too obvious to need com- 
ment. 

Case 3.—Referred by Drs. J. A. Cloyd and 
Ben Rosebro. 

D. B. White. Female. Age, five weeks and 
four days. 

Was normal at birth, and weighed eight and 
three-quarter pounds. Did well for two weeks, 





when she began spitting up her food. This 
increased in amount and decreased in fre- 


quency, until she was vomiting two or three 
feedings at a time. Bowel movements were 
scant. At the time of operation, had not moved 
but once in five days. There was visible peris- 
talsis, well marked, and the tumor, which was 
felt by her physicians, I made out plainly un- 
der the anaesthetic. She weighed six pounds 
at the time of operation, having lost just two 
and three-quarter pounds since birth. This 
baby was not a bad risk, being in far better 
physical condition than either of the others. 

On April 28th, 1916, the Rammstedt opera- 
tion was done. It was easily and quickly ac- 
complished, but a small puncture was made at 
the distal end of the tumor by going too far 
toward the duodenum. It was readily closed 
With sutures, and no untoward result followed. 
The operation required about twenty-minutes. 
There was no shock or depression following it 
and the vomiting stopped at once, only re- 
curring once or twice during convalescence. 
The child is perfectly well today. 

Case 4. Referred by Dr. McGuire Newton. 

J.G. White. Male. Age, seven weeks and 
five days. 

Had marked laryngeal spasm from birth, 
giving him a peculiar inspiratory crow. No 
serious digestive disturbance until about the 
sixth week, when regurgitation of food begin, 
at first, once or twice a day, until vomiting 
occurred after every feeding. It was of a 
violent expulsive ‘character, coming through 
the nose as well as the mouth. He stopped 
gaining in weight and then began to lose. 
Stools, which were scant, continued up until 
four days before operation, and then stopped 
altogether. The peristaltic wave was plainly 
visible. 

The tumor was made out, but it 
evident than in the first two cases, owing to 
the better physical condition of the child. His 
muscles were still firm, and his fat had not 
been absorbed. He was by far the best risk 
of the lot. 


was less 


VIRGINIA MEDICAL MONTHLY. 27 


On September 2nd, 1916, the Rammstedt 
operation was done. It required fifteen min- 
utes. There was immediate relief; the vomit- 
ing was infrequent and small in amount. He 
is perfectly well and normal at the present 
writing. 


To briefly summarize: There were four 
cases, all white; two boys and two girls. Two 


were diagnosed early and were good risks; 
the other two were late, and were very bad 
risks. 

The easy Rammstedt operation was done on 
the good ones, and the severer gastro-enterost- 
omy was done on the bad ones. Could the 
operations have been reversed, the favorable 
results obtained might have been expected; 
but in the earlier cases I had not heard of 
the newer operation. In spite of this fact, all 
recovered and are well and vigorous at this 
time. 

I wish to state further that in none of the 
cases reported have I had any part in the 
diagnosis; and in their after-care I have been 
merely an intensely interested spectator. 

















Difficulties on ordinary table. 


Without going into a detailed description 
of the preparatory treatment, I wish to em- 
phasize two points: 

First. there should be a thorough gastric 
lavage just before the operation, to rid the 
stomach of curds and mucus that would other- 
wise be passed into the empty intestine as soon 
as the obstruction is removed, where rapid ab- 
sorption and intoxication would take place. 
This also empties the stomach of some of its 
gas, making it easier to handle. 

Secondly, we should guard against acetone- 
poisoning, by the administration of alkalies 
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before operation, and alkalies and sugar imme- 
diately after the operation. Acetone-poisoning 
should be anticipated whenever a child has to 
take an anaesthetic. 

It is doubly important in these cases of 
starvation; for they all doubtless have both 
acetone and diacetic acid intoxication, and the 
additional amount caused by the anaesthetic 
may be more than the system can stand. The 
alkali can be given by mouth, by bowel, or 
both. 

I recently saw a Rammstedt operation most 
skilfully done by a colleague, but it ended 
fatally thirty-six hours later. The baby was 
a haemophiliac, and oozed from every severed 
capillary until it was exsanguinated. 

Our most lasting lessons are learned from 
misfortunes. This case teaches that we should 
take the coagulation-time in every case, and in- 
augurate prophylactic measures when indi- 
cated, 

The two fundamental things in the technique 
of these operations are to save time and heat. 
I do not mean that the operation should be 
hurried through. Time is saved beforehand. 
by having everything in readiness, so that once 
the operation is started it can go forward with- 
out delay. 


A tiny little mite of a baby is simply lost 
The 


in the middle of a big operating-table. 














Table being filled with hot water bags. 


blankets, the sheets, the towels and other linen 
are so big and awkward that they are con- 
stantly in the way. He sinks into the pillow 
that has been put under him, and one is ever 
fearful lest the hot water bags laid next to 
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him are going to burn, instead of warm him. 
The feet have to be held by an assistant, who 
is ever in the way. 

The anaesthetist is so close that he is a con- 
stant source of apprehension, lest he and his 
tricks contaminate the wound. One works in 
a cramped and awkward position, and re-ad- 
justments are often necessary. We wish to get 
through with a minimum of anaesthetic, for 
when these little patients have enough of the 
anaesthetic, they have too much, to put it in 
plain Irish. 
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The little table follows the big in any position. 


To meet these difficulties, [ have devised a 
special table for these little people. 

It is made of wood and is twenty-eight 
inches long, ten inches wide, and eight inches 
high. It contains a drawer which can be filled 
with hot water bags to supply and maintain 
heat without any danger of burning. It has 
a head-piece that drops back at any desired 
angle, and a screen to keep the anaesthetist 
well out of the way. It is fastened, by band- 
ages passing through its lower rim, to any 
operating-table, making it perfectly steady and 
allowing it to follow the big table in Trendel- 
enburg or any other desired position. 

Slots and holes are cut in its upper surface, 
so that the hands and thighs may be securely 
fastened. These also allow the heat from be- 
low to come up under the covers to maintain 
an even temperature. 

The height. of the table raises the surface 
of the abdomen about as high as the adult's 
would be. 

Special little blankets are used to wrap the 
chest and legs, and little covers and _ sheets 
are made just to suit the baby; with a special 
set of little instruments, needles and sutures, 
everything is brought into proper proportion. 
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Showing clear exposure in contrast to plate I 
He is raised up out of the midst of things: 
giving one a fair chance to get at him, in him 
and out of him, quickly and deftly. 
1209 West Franklin Street. 


THE PRESENT STATUS OF CAESAREAN 
SECTION. 


By B. H. GRAY, M. D., Richmond, Va 
Associate in Obstetrics, Medical College of Virginia: 
Obstetrician to the Memorial Hospital 


Before the antiseptic era, Caesarean Section 
was looked upon as such a fatal operation that 
it was only done as a last resort, after all 
other means had been emploved to deliver the 
child, to prevent the woman dying undeliv- 
ered. 

In 1876, Poro intreduced the alternative 
operation of supra-vaginal hysterectomy, re- 
moving the infected uterus and stitching the 
cervical stump to the lower angle of the ab- 
dominal wound. For a time it seemed that 
this method would supplant the conservative 
section. Then came the conservative operation 
of Sanger, in 1882, the principle of which was 
the proper suturing of the uterine incision and 
the preservation of the uterus. 

Since the introduction of the Sanger opera- 
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tion, there has been a constant endeavor to re- 
duce the mortality of Caesarean Section, which 
has been accomplished by the achievement of 


modern surgery and obstetrics and a_ better 
understanding of the indications for and 


against the operation. 

During the period of development, the indi- 
cations for which the operation was performed 
were practically limited to cases of contracted 
pelvis or disproportion between the foetal head 
and pelvis. The increasingly results 
which have followed in properly selected cases 
have more than correspondingly broadened the 
indications until today we see the operation 
advocated in malposition such as 
breech, posterior occiput and various other con- 
ditions, where no mention is made of dispro- 
portion and where other obstetric methods 
would meet every indication. 


good 


cases of 


In properly selected cases of disproportion, 
the mortality of Caesarean Section should not 
exceed two or three per cent. Holmes Savs 
that any operator who has a mortality of five 
per cent or more should revise his indications— 
should use discrimination in his selection of 
cases. 

Newell, in a recent publication, says that if 
we could collect the statistics from the subur- 
ban hospitals or even from the private hos- 
pitals in our larger cities, we would be com- 
pelled to admit that there is a surprisingly 
high mortality attendant on this operation, the 
true indication for which is the saving of foetal 
life at the expense of little or no increased 
risk to the mother. 

In four cities of from 25,000 to 40,000 in- 
habitants within forty miles of Boston, Newell 
collected the following data: 

In “A,” no patient on whom Caesarean Sec- 
tion has been performed is known to have re- 
covered. 

In “B,” the mortality as personally stated 
by one of the local surgeons is from sixty to 
seventy-five per cent. 

In “C,” Caesarean Section is supposed to be 
a universally fatal operation when done by the 
local surgeons. 

In “D.” Caesarean Section is an operation 
of from ten to twenty per cent. mortality in 
the average case, but since it has been adopted 
as the routine method of delivery in eclampsia 
the mortality has greatly increased, it being 
fifty per cent. in these cases. 
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The unpublished results in other localities 
would probably give similar results. 

From such reports it is apparent that the 
operation is resorted to in cases which should 
be treated by other means, and the fault lies 
in the fact that the dangers incident to the com- 
plications are unappreciated. The underlying 
cause in the bad results is due to a lack of 
knowledge of the general practitioner and the 
surgeon as to what constitutes the contra-indi- 
cations to the operation. I have on several 
occasions heard surgeons express themselves as 
being totally unfamiliar with modern obstetric 
teachings and yet they will unhesitatingly con- 
sent to do Caesarean Section under conditions 
contrary to these well established facts. 

Experience has taught us that there are well 
established principles which should govern the 
proper selection of cases for Caesarean Section 
or the type of operation to do under certain 
conditions, and when these principles are ad- 
hered to the results are admirable. Departure 
from them puts the patient in the class of 
doubtful surgical risks and she should be 
treated by other means: although the sacrifice 
of the child may be necessary in some cases, 
the saving of the maternal life fully justifies 
the relatively small increase in the foetal mor- 
tality. 

There should be a closer co-operation be- 
tween the surgeon and obstetrician in order 
that the patient may have the benefit of dis- 
crimination. 

The principal indication for Caesarean Sec- 
tion has always been and still remains dispro- 
portion between the foetal head and the pelvis. 
Contracted pelvis is by far the most frequent 
cause of the disproportion. In dealing with 
the various types of contracted pelvis, the de- 
gree of contraction will determine the method 
to pursue. 

For cases of absolute contraction, C. V. 7 em. 
and under, Caesarean Section is always the 
indication and should be elective, provided 
the pregnancy is at or near full term. Ideal 
results are obtained in the elective operation 
upon these cases. 

In the relatively contracted pelvis, C. V. 7 
cm. to 8.5 em., the tendency is to broaden the 
indication. Although there are some cases 
in this type which will terminate spontaneously 
or by the aid of forceps, the foetal mortality 
is high, craniotomy is frequently called for 


and, after being subjected to prolonged labor, 
Caesarean Section is often fatal on account 
of infection. 

Where the head has become partially engaged 
or capable of engagement and very little more 
space is needed, the cervix dilated or dilatable, 
pubiotomy in selected cases will be called for 
where the operator is capable of the task. 

If the patient be a multipara with the his- 
tory of previous difficult labors, and perhaps 
dead babies, the operation would be clearly in- 
dicated in subsequent pregnancies in proper 
surroundings. 

By some the induction of labor at the thirty- 
sixth week would have a place in this type and 
in the borderline cases. 

BORDERLINE CASES OF CONTKACTED PELVIS. 

In this type of contracted pelvis falls the 
large majority of abnormalities. Usually there 
is a minor grade of generally contracted pelvis 
with frequently an associated funnel-shaped 
type or contracted outlet. While it is true that 
a large majority of these cases will deliver 
spontaneously, from ninety to ninety-five per 
cent., if in proper hands, it requires the refine- 
ments of obstetrical judgment in handling 
them. 

The course of labor is often prolonged on ac- 
count of moulding of the head, especially in 
primipara on account of slow dilatation, while 
in multipara the history is often that of pro- 
longed labor, diflicult forceps operations or 
versions, dead babies and febrile puerperism. 
Too often cases are referred to the surgeon for 
Caesarean Section as a last resort and too 
often Caesareanized when craniotomy on the 
dying or dead child should be done. 

There are many factors which enter into the 
probabilities in these cases of borderline pelvis 
that should guide us as to methods to pursue 
in treating them. The relative size of the foetal 
head, the capability of the head to mould, the 
estimate of the probable character of the ex- 
pulsive forces, the rigidity or resistance of the 
resisting forces, the character of previous la- 
bors if a multipara, and finally, if in labor, 
the probabilities of infection. 


CAESAREAN SECTION IN SUSPECT OR INFECTED 
CASES, 

If all women were examined carefully as a 
routine during the course of their pregnancies, 
contracted pelves would be discovered and ap- 
propriate treatment outlined before the labor 
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set in. We would then but rarely have to deal 
with the suspect or infected cases. 

In those cases where contracted pelvis or 
relative disproportion between head and pelvis 
exists, a careful examination under anesthesia, 
ten days or two weeks before the date of ex- 
pected confinement should be made and, where 
indicated, elective section performed at or near 
term. Borderline cases should be given the 
test of labor in competent hands and the course 
of labor followed by abdominal and rectal ex- 
amination, thus minimizing the dangers of in- 
fection and in order that abdominal delivery 
may be safely undertaken should it be de- 
manded, or pubiotomy may be used in proper- 
ly selected where the are 
markedly diminished when handled in this 
manner, 


“ases risks also 


The mortality in Caesarean Section is large- 
ly in these suspect cases, due to the frequent 
vaginal examinations, ruptured membranes, at- 
tempts at delivery, all of which increase the 
dangers of infection and, when delivered by 
the abdominal route, the peritoneal involve- 
ment incident to the infection is often followed 
by fatal peritonitis. 

Reynolds, in 1907, in his paper, “The Supe- 
riority of the Primary Over Secondary Sec- 
tion,” presented conclusive evidence in his study 
of 289 cases by twenty different operators, of 
the advantages of the operation in the early 
unhandled cases. They were classified as fol- 
lows: 

1. Primary sections—those performed before 
the beginning of labor or with the advent of 
labor. Of these there were eighty-two cases 
with one death, a mortality of 1.2 per cent. 

2. Secondary sections—those performed after 
a certain amount of labor had demonstrated 
its probable unsatisfactory character, but be- 
fore exhaustion had set in, and before it had 
become definitely established that the natural 
powers would fail to effect the passage of the 
brim. There were 158 of these with six deaths, 
mortality 3.8 per cent. 

3. Late sections—those performed after defin- 
ite arrest of the head at the brim. There were 
forty-nine of these cases with six deaths, mor- 
tality 12 per cent. 

In an exhaustive contribution by Routh, of 
London, in 1911, with a study of 1,282 cases 
of Caesarean Section in 1910, by 100 operators 
living in the United Kingdom, some interest- 
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ing figures upon the results in the different 
types of cases are reported. 

In cases where attempts had been made to 
deliver with forceps, etc., or where repeated 
examinations had been made, the mortality was 
twenty-two out of sixty four cases—34.3 per 
cent. 

In 166 cases where the patient was in labor 
and the membranes ruptured but no attempts 
had been made to deliver, the mortality was 
eighteen—10.8 per cent. 

In 224 cases, where the patient was in labor 
with membranes unruptured, the mortality was 
only five—2.2 per cent. 

In 245 cases not in labor, the mortality was 
nine—5.6 per cent. 

Combining the cases with membranes unrup- 
tured with cases not in labor, there are 469 
cases with a mortality of 2.9 per cent., whereas 
in the 230 cases with membranes ruptured or 
where frequent examinations or attempts at 
delivery had been made, the mortality was 17.3 
per cent. 

Thus it will be seen that the important fac- 
tors in the treatment of these cases are a com- 
plete examination prior to the advent of labor, 
a careful and painstaking surgical technique 
during the course of labor refraining from in- 
ternal examinations, and a proper selection of 
cases falling in the suspect class. 

The consensus of opinion in the infected 
cases favors hysterectomy when the abdominal 
delivery is made necessary in the marked pelvic 
deformities. 

In the relative and borderline 
the child is dead or where there have been fre- 
quent attempts to deliver with but small hope 
of the child’s survival, craniotomy would be 
preferred by many. If there were signs of de- 
veloped infection, Caesarean hysterectomy 
would be indicated. 

Extraperitoneal section advocated by some 
in the suspect cases has not met with great 
favor. It is a more difficult and time-consum- 
ing operation to perform and the peritoneal 
cavity is frequently invaded by tearing during 
the extraction of the child. Furthermore, the 
extensive exposure of the pelvic connective 
tissue, opening up avenues for the spreading of 
infection, makes it a procedure of doubtful ad- 
vantage over the intra-abdominal method. 

As Peterson suggests, if the dangers are not 
real, Sellheins utero-abdominal fistula modifi- 
cation would not have been proposed. 


-ases, where 





CAESAREAN SECTION IN ECLAMPSIA. 

Within the last few years much has been 
written of Caesarean Section in the treatment 
of eclampsia. The majority of obstetricians 
agree that the termination of pregnancy as 
early as possible is desirable. The manner in 
which the delivery is consummated should be 
governed by the duration of pregnancy, the 
parity of the woman, the size of the pelvis, and 
the condition of the soft parts. 

To Caesareanize all cases of eclampsia as 
some would advocate has no foundation from 
either a pathological or clinical basis. The 
primary consideration in the treatment of 
eclampsia is the elimination of the toxins. 
From what sources these toxins are elaborated 
we are as yet in doubt. 

While pregnancy itself is the primary etio- 
logical factor in eclampsia, the pathological 
anatomy is a disease primarily of the liver with 
secondary involvement of the kidney. The 
method of terminating the pregnancy should 
be the one least burdensome upon an already 
crippled liver and kidney function. 

Emergency abdominal surgery is unsatisfac- 
tory under the best conditions. When done 
under such an emergency as eclampsia it is far 
more unsatisfactory. The post-operative clis- 
tention following Caesarean Section under the 
most favorable circumstances, is often a dis- 
tressing complication, and when done in the 
emergency without preliminary preparation, 
partial paresis of the bowel is not uncommon 
even in the clean cases. The bowel function 
under these circumstances is necessarily de- 
laved. With this complication in eclampsia, 
the principal avenue of elimination not func- 
tionating, the condition is hopeless. 

I know of no other parallel condition in 
which abdominal surgery would be selected 
where other methods could be utilized. I do 
not wish to be put on record as universally 
condemning Caesarean Section in eclampsia, as 
there are complications which will call for the 
operation in spite of the disease, such as pelvic 
contraction of minor or major degree, and full 
term pregnancies with elongated rigid cervix 
where the vaginal method would entail greater 
dangers than the abdominal method. 

An analysis by Peterson, in 1914, of 500 
cases of abdominal section for eclampsia, by 
259 different operators, showed that between 
1908 and 1913, there were 283 cases, with 23 
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deaths, or 25.79 per cent. mortality. Up to 
1908 there were 198 cases with 95 deaths, or a 
mortality of 47.17 per cent. Peterson believes 
that the mortality can be lowered by care in 
technique, and by not using the supra-pubic 
route when there is a great probability that 
the woman has been infected from below. 

In his series, there were 91 operations per- 
formed by 18 operators, each with five or more 
vases to his credit, where the mortality was 
18.68 per cent. Excluding 15 septic or mori- 
bund cases, the mortality was 13.5 per cent. 

Peterson claims that the best results in the 
operative treatment will follow delivery in 
cases in which the woman has not been in- 
fected by vaginal examinations and where there 
have been not over five convulsions. 

In sixty cases where there had been from 
one to five convulsions and no attempts made 
to deliver from below, the mortality was 15 
per cent. From 1908 to 1913, in which time 
248 children were delivered by Caesarean Sec- 
tion in this series, excluding premature chil- 
dren and counting all children as living who 
survived one hour after delivery, there were 
nine deaths, a foetal mortality of 3.62 per cent. 
The mortality was 10.69 per cent. if the chil- 
dren dying the first three days after birth be 
counted among the deaths. From these figures 
it will be seen that in selected cases the ma- 
ternal mortality is 15 per cent. while the foetal 
mortality is lower than by other methods. 

The conservative methods of treating 
eclampsia are generally recognized as offering 
better results in so far as the mother is con- 
cerned, 

In Broadhead’s recent paper Lichtenstein is 
quoted as stating that Strogonow’s last fig- 
ures were 916 deliveries treated by the con- 
servative method of morphin and chloral, and 
in these the maternal mortality was 8 per cent. 

McPherson, in a recent report of the con- 
servative treatment of eclampsia by morphine, 
states that at the New York Lying-In-Hospital, 
thirty-five cases have been treated by this 
method with two deaths, or 8.6 per cent; the 
mortality from still-births was 40 per cent. All 
of the patients in whom foetal heart sounds 
were heard on admission were delivered of liv- 
ing babies. 


The present tendency among recent writers 
favors more and more the conservative meth- 
ods of dealing with eclampsia. 
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The main points in the present day views 
are: 

(1) To stop metabolism. 

(2) To control the convulsions by morphine, 
chloral, veratrum or phlebotomy. 

(3) To eliminate toxins. 

(4) To empty the uterus as reasonably early 
as is consistent with maintaining the integrity 
of the soft parts. 

Where delivery is urgent and rigidity is 
present, vaginal hysterectomy should be used in 
early pregnancies up to the seventh or eighth 
month. Caesarean Section should be reserved 
for such complications as contracted pelvis and 
cases of full term pregnancy, where rigidity 
exists and the intoxication is of such intensity 
that delivery by other methods would be un- 
duly delayed. 

CAESAREAN SECTION IN PLACENTA PREVIA, 

If placenta previa can be managed obstetri- 
ally with a maternal mortality of three or 
four per cent. in the uncomplicated cases, is 
it justifiable to subject them to Caesarean Sec- 
tion / 

When complicated by contracted pelvis and 
the pregnancy is at or near term, the section 
would be indicated in spite of the previa. The 
principal contention has been that the foetal 
mortality is lowered by the abdominal delivery. 
While this is true the maternal mortality is 
increased out of proportion for the number of 
children who survive for any length of time. 

The foetal mortality in the cases treated by 
obstetric methods will vary according to the 
type of previa, from thirty-five to seventy per 
cent., the greater mortality being in the cases 
of central implantation. The causes of the 
mortality are prematurity, maternal blood loss 
and delay in delivery. It must be admitted 
that Caesarean Section offers better hopes for 
the viable children. If, however, the well- 
established rule of mother first be adhered to, 
there will be but few cases in which Caesarean 
Section will be called for. 

In the lateral and marginal types, there 
should be practically no maternal mortality in 
properly treated cases by the obstetric methods. 
when the treatment is applied early. Rupture 
of the membranes in some cases will suffice, 
while in others the intraovular insertion of the 
hydrostatic bag effectively combats the bleed- 
ing and aids dilatation in hastening delivery. 

In the central previas at full term, with 
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rigid soft parts, the child alive and the woman 
a good surgical risk, Caesarean Section will be 
indicated and, in proper hands, will give goed 
results. Such a condition, however, in central 
placenta previa, will but rarely occur, as these 
cases but seldom go to full term, rigidity of the 
cervix is uncommon, the bleeding is usually ex- 
cessive before they are referred for operation, 
and various methods will have been used to 
control the bleeding before reaching the hos- 
pital, rendering the patient a probably infected 
one. 

Other complications such as ovarian and 
fibroid tumors obstructing the birth canal will 
call for Caesarean Section, as will broken car- 
diac compensation, where other methods due 
to rigidity would prolong the labor, and also 
fixation of the uterus. Breech and prolapsed 
cord have been the indication for section by 
some. However, unless disproportion exists. 
but few would be so extremely radical as to 
subject a woman to abdominal delivery when 
in uncomplicated breech cases the maternal 
mortality is less than one-half of one per cent. 


THE COURSE IN SUBSEQUENT PREGNANCIES 
FOLLOWING CAESAREAN SECTION. 

The consensus of opinion in the cases of con 
tracted pelvis is once a Caesarean Section, al 
ways a Caesarean Section. While in sections 
done for other complications than contracted 
pelvis the safe rule would be once a Caesarean 
always a hospital case carefully scrutinized. 

The integrity of the uterine scar is an un- 
known quantity; the dangers of rupture are 
real. Present reports show that three per cent. 
subsequently rupture when subjected to labor. 
The integrity of the sear will depend upon the 
method of approximation, the location of the 
placenta infection and the rapidity of subse- 
quent pregnancies. 

Adhesions following Caesarean Section are 
frequent, particularly in the infected cases: 
fixations are not uncommon as a result, and 
these further complicate succeeding pregnan- 
Cres. 

7 Nouth Boulevard. 

IMMEDIATE PERINEAL REPAIR.* 

By VIRGINIUS HARRISON, M. D., Richmond, V: 

If a surgeon should undertake to perform 
an operation for a condition similar to a lace- 
rated perineum and its adjacent structures, 





Read before the Tri-State Medical Association of 
the Carolinas and Virginia, Richmond, Va., Feb. 19-2 
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without having at his command a sufficient 
number of assistants, the patient in a good 
position, a plenty of light on the field of opera- 
tion, every instrument and dressing sterile, he 
would be considered inefficient by the patients 
and an outcast by his professional brethren. 
This is what has been and still is frequently 
expected of obstetricians by the people as well 
as the doctors. Until the latter become edu- 
cated themselves and convey this knowledge to 
the prospective mothers, labor will be consid- 
ered: as a normal process, and not one that is 
so often pathological. If a man tore his anus 
every time he had a movement from his bowels, 
he would realize what occurs to a woman in 
labor, and would insist on the best care for 
repair. 

No hospital should consider that it gives an 
efficient obstetrical service until it can furnish 
a modernly equipped delivery room, two 
nurses (one of whom must be surgically clean), 
and an intern, all to be present at the time 
of delivery. These should be instructed by a 
graduate obstetrical nurse as to their special 
duties, and when the pupil nurses are changed, 
the new ones should be shown what instruments 
and needles are used for special work. It is 
a waste of time and temper for a nurse to 
give you a threaded, long perineal needle to 
sew up a tear in the cervix. The complica- 
tions of labor are frequently sudden, serious 
and unforeseen; immediate help may mean the 
difference between a natural recovery and mor- 
bidity for life. 

A doctor often does the best he can under 
the conditions and with the help he has, yet 
he realizes that with better surroundings he 
could really do more for the patient. In the 
private home, we often find people who do 
not appreciate the importance of the obstetr/- 
cally trained nurse; T do not mean an indi- 
vidual who is liked by the patient, and has 
graduated as a nurse. <A trained obstetrical 
nurse is as important as a trained obstetrical 
doctor; the two together can beat any old 
“mammy who has been with mother with all 
her children.” 

So in the private home and the hospitals a 
good operation can be made a failure and the 
operation decried because of inefficient help. 
The nurse is expected to give the anesthetic 
and hold the woman’s legs apart; the doctor 
to deliver the child, see that it breaths, deliv- 
er the placenta, thread his needles, retract the 
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perineum, sew up the laceration, and if neces- 
sary, pull down the cervix and repair it. A 
complete success must be attained, or the opera- 
tion is a bad one, or the operator did not know 
how to do the work. 

I believe that perineal tears should be re- 
paired at once, provided we can work with 
sufficient help, for many women will not submit 
to the operation later, unless there is great 
discomfort. If the uterus came out of the 
vagina, or a great deal of pain were felt, they 
would present themselves. I think we all have 
had cases that were repaired unsuccessfully 
and the patients have been told to return, but 
they delayed until some absolute necessity de- 
manded action. 

Hirst (Text-Book on Obstetrics), advises 
that the operation be done about the eighth 
day, claiming that he gets better results at this 
time. While this may be true, his cases are 
doubtless where he has full control of them, 
and can select his time and method; others 
claim equally as good results from the imme- 
diate operation. I cannot understand why he 
does not have more infections at this time than 
when the operation is done early. When we 
think of the thinning out of the cervix, the 
vagina and the vulva by the delivery of the 
child, and of the number of germs we are 
told live naturally in the glands in these locali- 
ties, and they must be expressed by labor; in 
addition to this the lochia becomes an alka- 
line fluid bathing the area of late operation—a 
very suitable medium for the development of 
pathogenic germs, which we have been taught 
may start up a serious infection even should 
they get on the finger m a sterile glove, if it 
is introduced into the vagina. 

Again the woman has a right to refuse the 
second administration of an anesthetic, if good 
results are obtained by the immediate opera- 
tion. My method is to repair all lacerations 
at the time of labor, unless I have no help. In 
this event, I try to do the work within twelve 
to twenty-four hours, for in that time every- 
thing can be arranged. I place my sutures in 
first and second degree tears while I am wait- 
ing for the placenta to be delivered, for at no 
time do I find the vagina as free from blood 
as at this time, the tissues are somewhat numb. 
and the woman, if from under the anesthetic, 
requires very little to keep her quiet. / do 
not tie my sutures until the placenta is deliv- 
ered and the uterus is contracted; if tied be- 
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fore this, the placenta tears the tissues repaired 
and, if hemorrhage takes place and the hand 
has to be introduced into the vagina, they will 
have to be cut and replaced. I think one mis- 
take we make is to put in too many stitches 
and tie them tight so as to make a good look- 
ing perineum when the operation is finished. If 
we are more careful to approximate like tis- 
sues, nature will do the rest and take care of 
them, when the swelling takes place. In third 
degree tears the uterus had better be empty 
before repair is attempted. 

I believe more morbidity is caused by a tear 
in the anterior vault of the vagina than a mod- 
erate tear of the perineum. These we do not 
see, because we do not look for them as often 
as we should, and they are frequently a sub- 
mucous separation of the muscle. 

The after care of the sutures is important 
for success of the operation. They should be 
kept clean by pouring a solution over them 
and not by scrubbing them off and sometimes 
out of the tissues. It makes very little differ- 
ence what solution is used, so a sufficient quan- 
tity; plain serile water gives as good results 
as lysol or bi-chloride solutions. If either of 
these latter is used, particular attention should 
be called to the irritating effect on the skin if 
a strong solution is used in women who have 
much fat around the buttocks. If the stitches 
become infected, they should be removed im- 
mediately; otherwise the tenth to twelfth day 
will be proper time to extract them. In ‘the 
private home, where the preparation for re- 
moval of the stitches is difficult and the light 
is not good, I frequently use with good results 
the chromicized catgut, obstetrical suture pre- 
pared by Van Horn and Sawtell. They last a 
sufficient time and do away with the discom- 
fort and preparations necessary for their re- 
moval. 

SUMMARY. 

(1) Repair all lacerations immediately, if 
conditions can be obtained for efficient work. 

(2) Keep stitches clean by pouring aseptic. 
or antiseptic if vou prefer, solutions over the 
wound. Do not use a scrubbing brush to get 
them clean. 

(3) Put in just enough sutures to approxi- 
mate like tissues, and do not tie them too tight: 
better have a strong perineum than a good 
looking one. 

401 North Allen Avenwe. 
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DIET DURING THE PUERPERIUM.* 
By M. PIERCE RUCKER, A. M., M. D., Richmond, Va. 
Associate Professor in Obstetrics, Medical College of 

Virginia. 

No branch of medicine is more influenced by 
custom and tradition than is obstetrics. Cus- 
tom demands that a healthy woman stay in her 
room a month for no other reason than that 
she has borne a child. Of course, in the days 
when milk fever was the rule, few women were 
able to leave their rooms under the prescribed 
time. Now, however, thanks be to Oliver 
Wendell Holmes and Semmelweis, no woman 
should have puerperal fever, and there is no 
reason for such a sentence. Yet custom still 
exacts a month of confinement. 

So it is with the treatment of our patients 
in other respects. In the days of our grand- 
mothers, when having a baby was a hazardous 
undertaking and infection and peritonitis were 
the rule rather than the exception, it was 
necessary to literally starve the suffering 
woman. The occasion for such treatment has 
fortunately passed and yet the diet during the 
puerperium is on a scarcely rational 
basis. Our text books have an almost stereo- 
typed paragraph on this subject, somewhat as 
follows: “Formerly great restrictions were 
placed on the diet of a recently delivered 
woman, thus accounting, in part for the loss of 
weight that has been noted. If there is no 
nausea and the patient desires it, a cup of tea 
or a glass of warm milk may be given soon 
after delivery. The appetite is generally poor 
for a few days after delivery, but food should 
be given at regular intervals not too widely 
separated. The first day, milk, milk-toast, or 
if desired, dry or buttered toast, with coffee, 
tea, or cocoa, according to the taste of the 
patient, may be given. Water may be allowed 
as desired. On the second and third days 
simple soups or beef-tea, soft-boiled eggs, or 
stewed oysters and some simple desserts, such 
as wine-jelly, boiled custard, or junket. Dur- 
ing the next few days, chicken, scraped beef 
or mutton in small quantities, may be given 
and by the end of the week a gradual return 
to the ordinary diet may be made.” The 
average nurse will sandwich in four or five 
albumens or milk and egg drinks. And what 
is the result? The usual text book on obstetrics 
devotes three or four times the space to the 
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*Read before the twenty-first annual session of the 
Tri-State Medical Association of the Carolinas and 
Virginia, at Richmond, February 20, 1919. 
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treatment of engorged breasts that it does to 
the diet for nursing mothers. 

Let us for a moment consider what kind of 
a problem we have. We have a normal woman, 
resting in her bed until her uterus gets to a 
proper size and position. In addition, her 
breasts, which have been enlarging during preg- 
nancy and preparing for their function, now 
begin the actual formation of milk. We know 
that the milk flow is largely influenced by diet, 
and that unless other factors, such as worry 
and over-work, enter in, we can largely con- 
trol the formation of milk by character of the 
diet, especially the amount of fluid allowed. 
We further know that certain articles of food 
and also certain drugs are partly excreted in 
the milk, or else modify it unfavorably for 
the baby. This is especially true of acid fruits 
and vegetables with a decided flavor such as 
cabbage, turnips, carrots and sweet potatoes. 

I am concerned in this paperette solely with 
the diet for the normal puerperae. The 
woman with nephritis, diabetis, tuberculo-is 
or puerperal fever, of course, demands special 
treatment. The fact that she has an infant 
is of secondary importance so far as treatment 
is concerned, 

The old method of starving the patient for 
the first week is cruel and unnecessary. The 
newer way of forced feeding, which means 
forced liquids, is almost equally cruel. Under 
this treatment the breasts become terribly en- 
gorged and painful, necessitating expert nurs- 
ing for their relief. A more sensible way, it 
seems to me, is to put the patient at once on 
general diet and then to modify it according 
to the behavior of the breasts. In this way 
the milk flow is established in a more gradual 
manner, without engorgement or pain. If the 
amount of milk proves inadequate, it is easy 
to increase the fluids or even to put the patient 
on a liquid diet, although such a procedure 
is rarely necessary. <A routine general diet 
avoids the loss of weight so common in older 
times and the painful breasts of a few vears 
ago. It is more pleasant for the patient, al- 
lowing her a greater variety of food and is 
not so constipating. An occasional enema is 
all that is usually required. Since we adopted 
this routine several years ago, none of our 
patients has had engorged, painful breasts. The 
milk flow has been more gradual in onset, but 
Jonger sustained. It has been abundant in 
most cases, even in the highly nervous, frail, 


upper-class woman. That over-abundance of 
milk, which is often followed by agalactia, be- 
‘ause the baby is unable to empty the breasts. 
has been absent. Our only difficulty has been 
to get nurses to co-operate with us in giving 
such a diet in home cases. 

2020 Monument Avenue. 

REPORT OF CASE OF GANGRENOUS 
BALANITIS.* 


By CLYDE F. ROSS, M. D., Richmond, Va 





In the late Summer of 1917, just before 
entering the military service, I had in my prac- 
tice, a case of severe gangrenous balanitis and 
I am availing myself of this, my first oppor- 
tunity, to report it. Another patient. suffer- 
ing with the same malady, came under my ob- 
servation during my service at the U. 5. Army 
Base Hospital, Camp Greene, N. C., but, as 
I have not the clinical record on this patient, 
I will not be able to make a report of it. 

I always feel a hesitancy in reporting any 
cases of this kind, because of their extreme 
rarity, knowing as I do that the reports can 
be only of scientific value. Dr. B. C. Corbus, 
of Chicago, was the first physician to report 
cases and write upon this subject in this coun- 
try, as I recall, in about 1909. Since then, 
there have been several articles written upon 
Gangrenous Balanitis, otherwise known as 
Erosive Balanitis, or as The Fourth Venereal 
Disease. 

My attention was called to this disease when, 
upon doing a dark field examination on this 
patient, I noticed the similarity of the micro- 
organisms seen in the dark field to those ob- 
served in examining smears from Vincent’s 
angina. This disease is caused by a co- 
existence of a fusiform bacillus and a spiro- 
chete, just as in the case of Vincent’s angins 
or gangrenous stomatitis. The spirochete is 
different from the spirochete pallida principally 
in its extreme mobility. They will shoot across 
the dark field, giving you hardly time to see 
them, their progress being so rapid. Any one 
who has seen a field of these spirochetes can 
no more forget their movements than they 
can the slow (comparatively speaking), rotat- 
ing or bending twisting motion of the spiro- 
chete pallida. These micro-organisms are 
anaerobic and the greatest predisposing cause 
is a long, tight foreskin, excluding the air. 





*Read before the Richmond Academy of Medicine 
and Surgery, March 25, 1919. 
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Other causes are the transference of these 
micro-organisms from the mouth, their normal 
habitat, with the fingers or through unnatural 
sexual relations. The report of the case fol- 
lows: 

C. T. B., married, male, age 47 years, Amer- 
ican. Occupation, drayman. Referred by Dr. 
B. A. Henry, Anderson, S. C., August 2, 1917. 
Patient denies any previous venereal diseases 
or having had intercourse with any one except 
his wife during the last three months. Exami- 
nation of wife at a later date revealed no signs 
of any diseased condition of mouth, vulva, 
or vagina. 

History of Present Dise ase—Patient says 
that on the morning of July 31st, he noticed 
a small white ulcer on glans, to which he paid 
no or very little attention. The next day this 
lesion had increased in size until it was as 
large as a dime, when he reported to his family 
physician. His physician gave him some medi- 
cine and asked him to come back the next 
day for further observation, which was done. 
The physician was alarmed at the rapid pro- 
gress of the disease and referred him to me, at 
which time the lesion was nearly the size of a 
quarter. I could hardly believe his story, so 
rapid had been the destruction of tissue. 

Subjective Symptoms—Patient complained 
of almost unbearable pain in the end of his 
penis, so much so that a hypodermic of mor- 
phia had to be administered before we could 
proceed with the examination. Patient also 
complained of weakness and exhaustion. 

Objective Symptoms—Examination showed 
a patient fairly well nourished and of normal 
proportion. Mucous membranes, skin and 
glandular systems negative except for some 
enlargement of his right inguinal glands. 
Genito-urinary examination showed a_ long 
oedematous, slightly inflamed prepuce with a 
very offensive, thin, profuse discharge, and 
more or less inflammation of the dorsal lypm- 
phatics of the penis. The prepuce was _ re- 
tracted with some effort and a great deal of 
pain and there was revealed a greyish-black 
gangrenous area on the glans penis about 1 
em. in diameter. There was no inflammation 
of the meatus urinarius or any symptoms to 
indicate an involvement of the urethra. Dark 
field examination of smear, taken from lesion, 
revealed a rapidly moving spirochete and a 
fusiform bacillus. Diagnosis not made. Pa- 
tient given anodynes to relieve pain, hot anti- 


septic applications to be used locally, and 
blood taken for Wassermann. I should also 
add that patient had a temperature of 100° and 
a pulse of 82. The severity and rapidity of 
the lesion caused me to investigate the case 
very thoroughly, with the result that a tenta- 
tive diagnosis of gangrenous balanitis was 
made pending a Wassermann report. 

August 4th, patient returned, complaining of 
great pain, and exhaustion. Condition deemed 
so serious that he was immediately taken to 
the hospital, where his temperature registered 
100.8° and pulse 96, his extreme weakness and 
exhaustion being his most unfavorable signs. 
Examination of his lesion here showed no im- 
provement, but extension of the lesion back 
under skin into shaft of the penis. Treatment 
was changed and consisted of thorough retrac- 
tion of prepuce and exposure of lesion to air 
as well as frequent bathing of lesion in 2% 
hydrogen peroxide, working on the theory that, 
the organisms being anaerobic, the more oxy- 
gen, the better for the patient. Patient im- 
mediately began to improve. The next day 
showed no extension of the lesion and in a 
few days nature had begun her efforts at re- 
pair by throwing off the gangrenous mass, 
leaving a comparatively healthy base, but not 
until the gangrene had extended down into 
the urethra, leaving a urinary fistula. The 
Wassermann report was negative, as were five 
others, at weekly intervals, taken later. 

I do not mean to leave the impression, by 
reporting this case, that all cases of gangren- 
ous balanitis are of this severity, for such is 
not the case. The case seen at Camp Greene 
was not as severe, although if bilateral slits 
in the prepuce had not been made, it may have 
become so. It is my impression that the most 
of them so resemble the chancroid that a diag- 
nosis of chancroid is made in a number of the 
cases. As the clinical signs vary so, we are 
almost compelled to rely absolutely upon the 
dark field examination for the spirochete and 
vibrio, which are always present, to make a 
diagnosis. Treatment consists of plenty of 
oxygen and cleanliness. 

501 Professional Building. 


TREATMENT OF FRACTURES OF THE 
ELBOW. 

By PHILIP W. BOYD, JR. M. D., Winchester, Va. 

We have all seen numerous unfortunate re- 


sults of fracture of the elbow joints, most of 
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which might have been avoided had the orig- 
inal examination been carefully and _intelli- 
gently made and followed by intelligent 
treatment. The larger per cent of these in- 
juries should give perfect results if properly 
treated, especially in children, at which age 
we see the injury most often. The cardinal 
point in the treatment of these fractures is 
identical with all fractures, namely: to reduce 
the fracture accurately and to maintain re- 
duction. To do this, we must first know 
which part of each bone is broken, and to 
know this it is essential to give a general 
anaesthetic and take a skiagraph. 

If there is one point it is my desire to im- 
press upon you, it is to always insist upon a 
general anaesthetic being given these patients 
when reducing the fracture, especially with 
children. You can palpate the joint with ease 
and pretty accurately determine the nature of 
the fracture if under surgical anaesthesia. 

Next to this is the importance of X-ray- 
ing all fractures. The physician who does 
not avail himself of this diagnostic aid is do- 
ing an injustice to the patient and himself. It 
is my opinion that in any suit for malprac- 
tice resulting from treating a fracture where 
X-ray had not been taken, the courts would 
hold that reasonable care had not been used 
in treating the fracture. 

In treating a fractured bone, first outline 
the three bony prominences of the elbow 
joint, namely :—Internal condyle of humerus, 
olecranon of ulna and head of radius. These 
points normally lay in almost a straight line. 
By palpation you can determine fairly accu- 
rately which bone is fractured. Grasp the 
condyles of humerus with the thumb and fin- 
ger of one hand; index finger of other hand 
is placed in the bend of the elbow. Make 
traction on fore arm and slowly flex to an 
acute angle, at the same time traction and 
lateral pressure are brought to bear on the 
loose fragments to correct the malpositions. 
The degree of flexion will depend upon the 
local swelling. Dust the bend of elbow with 
dry powder to prevent chafing. Maintain 


this flexion by plaster, adhesive plaster or a 
simple gauze roller bandage which is placed 
about the fore arm and arm in such a man- 
ner as to hold the elbow joint acutely flexed. 

Fractures of the internal condyle, external 
epicondyle and T-fracture into the joint are 
best treated by the acutely flexed position. 


Transverse fracture of the shaft above the 
condyles is best treated by internal right an- 
gular splint for the first week or ten days, 
until the swelling has disappeared, then the 
acute flexion may be more safely employed. 

If you have not seen the patient until the 
parts are badly swollen, it is better to put 
on a right angle internal splint until the swell- 
ing disappears, then acute flexion. The best 
splint is one made of plaster-of-Paris. After 
the fracture is reduced and the bandage ap- 
plied, a skiagraph must be taken and, if the 
fragments are not in proper position, make 
another attempt to adjust the fracture. 

It is very seldom necessary to do the open 
operation to reduce and maintain the frag- 
ments in position but if they do not stay re- 
duced, you will not get a satisfactory joint 
without the open operation. Fracture of the 
olecranon is best treated by wiring or plating 
the fragments and then put arm in right angle 
position. 

No fracture should be treated by the open 
method outside a well-equipped hospital. If 
this is not possible, you may attempt to hold 
the fragments in position by a strip of adhe- 
sive running up the inside of fore-arm above 
the upper fragment of olecranon and down 
the outside of fore-arm. Fracture of the head 
of the radius should be treated by the open 
method. All fragments of the fractured head 
should be removed and arm put in right angle 
position, unless complicated with fracture of 
the condyles of the humerus, then the position 
should be extreme flexion after the fragments 
of fractured head of radius have been removed. 

In caring for these injuries, re-apply band- 
ages and splints often to be sure they are ef- 
ficient and that there is no undue swelling of 
the arm or hand or pressure upon the arm. 
If the internal angular splint is used, re- 
bandage the hand and arm each day. All 
apparatus must be removed once per week and 
inspected twice duing the week, massaging the 
forearm and joint and arm but do not use 
passive motion until the fragments begin to 
stiffen wp, which is usually about the tenth or 
twelfth day. My results have been much bet- 
ter when the passive motion is delayed for 
ten or twelve days than when it is begun on 
the third or fourth, as is advocated by some. 
It takes at least one half hour each time the 
bandage is removed to properly massage the 
arm and joint and give the passive motion. 
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In doing this, keep the thumb of one hand in 
the fold of the elbow and support the joint 
with the palm and index finger. The first 
time motion is begun you will not be able 
to get full extension. By repeating this every 
three or four days it will soon be accomplished. 

The dressings on all fractures of the elbow 
should be kept on for four or five weeks or 
longer if there is evidence that union has not 
taken place in that time. 

One very serious complication that might 
arise from too tight bandaging is Volkmann’s 
ischemic paralysis. The capillary circulation 
is interfered with and the muscles die leav- 
ing a cicatricial like tissue in their place, an 
ischemic necrosis which is usually permanent. 
The damage may be done in one or two days: 
therefore, this is another reason for frequent 
inspection for these injuries. Simply reducing 
the fracture and applying retentive apparatus 
does not constitute proper treatment of these 
conditions. They must be inspected often and 
each time sufficient time and care given the pa- 
tient to correct any bandage that is too tight or 
too loose. 

I have not presented anything new in this 
paper though, I have no doubt that each of 
us at this moment is recalling where we might 
have treated a fractured elbow with more 
consideration and had a different result. 
Therefore, it behooves us to be more careful in 
the future and secure good and proper results 
to which our patients are entitled and which 
we get if we anaesthetize and X-ray all of 
these cases and put the arm up in acute flexion. 





CAUSES OF INSANITY. 

By J. T. A. WRIGHT, M. D., Woodville, Pa 
First Assistant Physician, Allegheny County Hospi- 
tal For Insane. 
and 
G. A. McCRACKEN, M. D., Pittsburgh, Pa. 
Chief of Staff. 

There is one very important branch of medi- 
cine which has been sadly neglected in the 
passing vears—one may say shunned by the 
rank and file of the profession—and that is 
psychiatry; and it is only recently, since the 
war, that any study, research, or attention has 
been paid to it save by a few devoted special- 
ists in that line. But no field offers a brighter 
future nor more inviting prospects for the 
earnest student and investigator, and already 
there is a new era dawning for the unfortunate 
and benighted ones and brighter hopes of 
“arly recovery. We say “early” advisedly for, 
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unless recovery takes place before irreparable 
damage is done to the brain and psyche, the 
ase is hopeless, and while the disease may 
be arrested, there is always permanent damage 
left, with greater or less mental impairment. 

We trust that as the great amount of clinical 
material available is made use of in earnest 
research and study, and as the search-light of 
science displaces vague theories and ancient 
fanciful classifications, and the psychology of 
the normal is better understood, a practical, 
scientific and comprehensive pathology may be 
evolved and the treatment of mental diseases 
be made more successful. 

As the brain is the physical medium or cre- 
ator of the mind, as well as governor of the 
whole body and its ultimate source of power, 
it seems inconceivable that there can be a 
mental disease without some physical basis. 
The pathology of the future will doubtless 
show this and also emphasize the inter-depend- 
ence of mind and body and the effect one may 
have on the other. 

Right here “toxaemia” looms large in the 
field as a pathological causative factor and de- 
serves the most pains-taking and careful study, 
and, in our opinion from observation and 
study, will yield most brilliant results as to 
etiology—whether the toxaemia be exogenous 
or endogenous as the result of faulty metabol- 
ism, deficient secretion or excretion, enervation 
of certain organs, acute infections, or bacterial 
diseases with the resultant toxines and meta- 
bolic changes, or disharmony in the secretions 
of the ductless glands with the resultant erratic 
changes in nutrition, blood pressure, the vis- 
cosity of the blood, certain secretions, etc. 

Of these glands, the more important seem 
to be the thyroid, pituitary, suprarenal, and the 
spleen, but there is much yet to be learned 
about the physiology of the human _ body. 
Foreign and American authorities are begin- 
ning to lay much stress on the study of the 
toxic causes of insanity, as well as those cases 
and diseases found due to metabolic or nutri- 
tional changes, as exemplified in acromegaly, 
myxedema and exophthalmic goitre. Among 
the American authorities White, of Washing- 
ton, and Berkley, of Johns Hopkins, stand 
prominently in the forefront. 

Syphilis and alcohol are credited with caus- 
ing at least twenty per cent. of all cases of 
insanity in males, and now influenza is making 
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a record as a causative factor on a war-worn 
world! 

In view of the many cases of insanity and 
nervous disease in the army, due to the stress 
of war and its attendant horrors, the Govern- 
ment should supply and financially encourage 
research institutions and hospitals along that 
line, as the need for a definite pathology, as a 
guide to treatment, is imperative. 

An inherited predisposition is found in most 
cases of insanity (excluding those due to 
trauma), a mentally and bodily deficiency as it 
were—a lack of stamina and functional energy 
—and the percentage may run up to from fifty 
to ninety per cent. of all cases of insanity. 

Evidently there must be a marked predispo- 
sition or dyscrasia in all cases of insanity 
caused by mental stress alone, though, of course, 
the prolonged deleterious action of the mind 
on the body will produce secretory and fune- 
tional changes which are conducive to further 
mental deterioration and thus a vicious circle 
is formed. But the mere fact that the mental 
stress is prolonged shows a weakness of the will 
to throw it off, and the mind stays in a condi- 
tion of semi-paralysis and impotency, with in- 
creasingly disastrous results. 

Among the commoner mental diseases ce- 
mentia precox and paresis offer much to re- 
search and experimental medicine, and, in the 
study of over a thousand cases, from all causes, 
the two types named above predominated by 
quite a large per cent. If paresis is caused 
solely by syphilis, it seems that some efficient 
method of treatment could be devised and used 
before the degeneration and destruction of 
brain and nerve tissue becomes irreparable or 
incapacitating. 

In closing, we also find a very close relation 
between the gonads and certain psychoses, in 
both male and female. This may point to some 
disturbance of the internal secretions of these 
organs. Emasculation might have a beneficent 
effect in selected cases. 





CO-OPERATIVE MEDICINE. 


By H. H. ROBERTS, M. D., White Sulphur Springs, 
W. Va. 


The rapid progress which has been made in 
medicine and surgery in the last few years has 
demonstrated beyond any question of doubt the 
importance of unity and co-operation in medi- 
cine. The old adage, “In unity there is 
strength,” cannot be more conclusively demon- 
strated than in the practice of medicine. 


One of the largest surgical clinics in the 
world has very effectively demonstrated the 
power and the success which is accomplished 
by the concentration of many medical heads, 
with organization and system. 

Co-operative medicine will occupy the space 
formerly given to the individual in the prac- 
tice of medicine. Perhaps in isolated locations 
and small districts the doctor may surround 
himself with a certain amount of individual- 
ism, but his individual importance will be 
limited, just as the crossroads country grocery 
or store has its limitations. 

Modern business and commercial enterprise 
has forged ahead with such rapidity that the 
smaller enterprises are all but eliminated. The 
same rule holds good with the medical profes- 
sion. If the physician believes he can remain 
isolated from his associates in the practice of 
medicine, that organization, system and co- 
operation in the practice of medicine is not 
an established fact, let him take notice that 
shortly he will find himself isolated and for- 
gotten. Actual merit will always be recog- 
nized, but collective organized merit will be 
that which is more earnestly sought by the 
public. Medical men who have made special 
study along certain lines and who have execu- 
tive ability to manage and organize will be 
sought as leaders of organized and co-operative 
medicine. 

Advice from those specially trained in the 
various branches of medicine is being sought 
by the public. The medical advantages at the 
hospitals and centers of medicine are constant- 
ly being recognized and demanded by those 
seeking medical service. This is a most con- 
vineing factor that organization and co-opera- 
tion in medicine is more in demand by the 
public. It is results which the laity demand 
in consulting the physician. 

The organization and system of co-operative 
medicine has superior advantages at the spas 
and health resorts of America. There, with a 
thoroughly equipped clinical laboratory, the 
advantages of hygiene and sanitary environ- 
ments, every facility is offered for study and 
care of the individual in seeking health. 

The advantages of a clinical and pathologi- 
cal laboratory are innumerable. The advant- 
ages of the experience and knowledge of a 
number of specialists in all lines of medicine 
are indispensable. The time is fast approach- 
ing when the man, having some ailment in 
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which he desires to have a thorough physical 
examination made, will go to the centers of 
medicine or some hospital, where he can have 
the advantages of a clinical and pathological] 
laboratory. 

Possibly nothing has demonstrated the ad- 
vantages of co-operation more than the sys- 
tematic care of the soldier in the base hospital 
during the war. The soldier was surrounded 
by a staff of experienced medical men—experts 
in their line. If this was a success and an ad- 
vantage to the soldier, how much greater would 
be the advantage to the patient in civilian life! 
There is no question but that the time is rapidly 
approaching when the medical men in every 
community will realize the advantages and 
benefits of closer association with each other 
in their profession. 

The spas and treatment resorts of Europe 
have been successful and their patronage has 
been phenomenal. All of this has been due to 
the co-operation of the medical profession and 
the high organization and system. I do not 
believe there has ever been a better opportun- 
ity than the present time for the establishing 
of spas and health resorts in America, equipped 
with thoroughly up-to-date clinical pathologi- 
cal laboratories, surrounded by a statf of ex- 
perienced physicians in this line of work. 





FURTHER REPORT ON THE TREAT- 
MENT OF NON-MALIGNANT LARYN- 
GEAL VEGETATIONS BY THE ROENT- 
GEN RAYS.* 


By ALFRED L. GRAY, M. D., Richmond, Va 


Ten years ago, at a meeting of the Southern 
Section of this Society, held in this city, I 
had the honor to present, by invitation, a pre- 
liminary report on The Treatment of Laryn- 
geal Papillomata in Children. 

At that time I had had under treatment 
two cases, both of which had been referred to 
me by Dr. John Dunn, after tracheotomy had 
been performed. Roentgen ray treatment was 
decided upon because the vegetations were un- 
improved. At the time of my report, one of 
these cases had entirely recovered. She re- 
mained well until November, 1911, when she 
died, following an operation for acute tonsillar 
infection. The other case, then being treated, 
had been reported by the laryngologist as 





*Read at meeting of the Southern Section of the 
American Laryngological, Rhinological and Otological 
Association, in Richmond, March 1, 1919. 
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having reached a point where he could breathe 
fairly well with the tracheotomy tube removed 
and the wound closed with the finger. The 
last report from this case was a newspaper 
clipping, under a glowing headline, giving an 
account of the wonderful cure effected on this 
patient by another physician in his city by 
the use of X-rays. 

Since reporting these two cases, I have had 
the opportunity to test the efficacy of the 
Roentgen rays in three additional cases, the 
last of which, a gentleman of forty-five years, 
has now been free from all evidence of recur- 
rence for nearly two years. The last exami- 
nation of his larynx, made nine months ago, re- 
vealed no trace of the vegetation. 

Without exception, each patient to whom I 
have given the treatment has been entirely re- 
lieved, as shown by laryngoscopic examination, 
or has so nearly recovered that the family has 
deemed it unnecessary to continue the treat- 
ments and a final laryngoscopic examination 
was not made. 

In a paper presented at a meeting of the 
American Roentgen Ray Society at Niagara, 
in 1912, I attempted to offer a rationale for 
the results obtained, and subsequent develop- 
ments in the knowledge of the physics and 
of biologic effects produced by the rays mate- 
rially strengthen my theories. The hot cathode 
tvpe of tube (Coolidge) had not then been in- 
vented and little was known of the effect of 
filtration to absorb the rays that injure the 
skin. The present less empirical and more 
scientific methods permit us to direct our dos- 
age in such quantity and quality as may be 
desired to produce a more or less definite effect. 

After my personal experience, confirmed by 
others, I feel fully justified in recommending 
that the Roentgen Rays be applied in all cases 
of simple papillomatous vegetations of the 
larynx, and I believe that benefit or complete 
cure may be confidently expected. 

206 Professional Building. 

Nineteen American women doctors from the 
Woman’s Hospital of New York are in the 
Balkans, assisting the American Red Cross in 
its work of caring for the sick and destitute. 
Their work has earned the warmest commen- 
dation of the government and some of them 
have received decorations or been cited for 
conspicious service among the soldiers and 
refugees. 
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AMERICAN LARYNGOLOGICAL ASSO- 
CIATION. 


By EMIL MAYER, M. D., New York, N. Y. 


(Continued from page 313.) 


Observations on Pneumococcus Infection of 

Nasal Accessory Sinuses. 

By CORNELIUS G. COAKLEY, M. D., New York. 

One hundred and eighty-eight cases were 
observed. The acute ones with the history of 
a duration of one month or less numbered 
one hundred and nine. The remainder were 
chronic. 

Pneumococci were present in forty-four per 
cent. of the acute cases, and in most of these 
they were the sole organism. In the chronic 
cases this organism was found in but thirteen 
per cent. 

These results seem to warrant the inference 
that in acute inflammations probably half the 
cases might be due to auto-infection, while 
the other half were due to infection from 
some outside source. 

In the chronic cases the larger number 
were accompained by autoinfecting organisms. 

The author records a case of pneumococcus 
tonsillitis followed at an interval of two weeks 
with a pneumococcus infection of the left an- 
trum. In the second case both antra were suc- 
cessively involved, one at a later period than 
the other, with a pneumococcus in each in- 
stance. 

The third case had beginning infection in 
the larynx and trachea, secondarily involving 
his antrum, with pneumococci. 

The third case had a bilateral maxillary 
sinuitis; there was a pure culture of the pneu- 
mococcus in both. Signs of consolidation were 
found at the base of the right lung next day, 
and antipneumococcus serum was administer- 
ed, followed by a chill, rising temperature to 
106°, and an immediate drop in the tempera- 
ture with pneumococcus in his sputum, with- 
out any further attention to his antra, as the 
patient was too ill to be treated. Spontaneous 
recovery followed. ; 

The writer asks what réle the serum played 
in curing his maxillary sinuitis? 

The fifth case recorded was the wife of the 
preceding patient, with pure culture of pneu- 
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mococcus from the discharge, evidently follow- 
ing infection from her husband. 

The sixth case was one of an acute otitis 
with pure culture of the pneumococcus arising 
from an infection of the same character in the 
left antrum. 

From a study of this series of cases the 
writer feels justified in drawing the two fol- 
lowing conclusions: 

First.—Pneumococcus infection of the nose 
and its accessory sinuses does not in any large 
percentage of cases result in a pneumococcic 
infection of the lungs. Only one of our cases 
developed pneumonia. 

Second.—There would seem to be direct 
evidence that in one of the cases the infection, 
pneumococcus I, was transferred from hus- 
band to wife. 

We hold that most severe acute rhinitis at- 
tacks are the result of infection, either with 
autogenous or foreign bacteria or viruses. The 
presence of pneumococcus rhinitis and sinu- 
itis during the stage of profuse secretion, ac- 
companied by coughing and sneezing, must be 
a fruitful source of disseminating pneumo- 
cocci, some of which may only invade the 
upper air passages of the victims of the in- 
fection, while in other patients, finding a suit- 
able soil in the deeper air passages produce a 
pneumonia. There is abundant evidence that 
pneumonia is infective, and may not one source 
of infection be in these pneumococcic head 
colds? 


DISCUSSION, 


Dr. Crement F. Tuetsex, Albany: Some 
time ago I published a paper on ‘“Pneumo- 
coecus Infection of the Nasal Cavities in Chil- 
dren,” which was based on a small epidemic 
that I witnessed in the Child’s Hospital in 
Albany. In these cases the children ranged 
from four to fourteen years of age, and num- 
bered not over half a dozen. We obtained in 
all the cases the pneumococcus from the nasal 
secretion. In two cases there was a marked 
exophthalmos with serious ethmoidal and 
frontal involvement and a high temperature. 
These two were operated on and made 
good recoveries. We had one death, a child of 
four, with sinus involvement and a high tem- 
perature. Pneumococcic serum was admins- 
tered without effect. In all cases there was 
‘profuse nasal discharge, very high tempera- 
ture and very serious involvement of the cervi- 
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cal lymphatics, and the pneumococcus was ob- 
tained in pure culture from the nasal secretion. 

Dr. Henry L. Swain, New Haven: I had 
three cases this winter in which the pneumo- 
coccus Type 1 was found, and in which the 
immediate onset of pneumonia necessitated 
calling in of an internist, in order that the 
necessary attention might be given to the chest 
condition, so that I could not follow the case 
for a number of days. ‘Two of the three cases 
recovered and one did not. ‘The sinus condi- 
tion absolutely cleared up within three days 
after the administration of the pneumococcic 
serum in those that recovered. 

Dr. Cornetius G. Coakitey, New York City, 
closing: The only case in which was doubt 
of giving pneumococcic serum of Type 1 was 
the one in which the serum was very effica- 
cious. I was surprised to find that from such 
a severe attack the patient recovered from his 
sinuitis without further treatment. Of course, 
they might have recovered without it. Some 
recover without treatment. 

(To be continued). 





Analyses, Selections, Etc. 


Larygeal Tuberculosis Treated by Reflect- 
ed Condensed Sunlight. 

The topic is discussed by Mills and Forster 
in a paper from the Cragmor Sanatorium, 
Colorado Springs. They describe an improved 
method, used by them, which proceeds as fol- 
lows: The patient sits with his back to the sun. 
Sunlight is first reflected from a concave metal- 
lic mirror into the patient’s mouth, and upon 
a metallic laryngeal mirror held in proper posi- 
tion in the throat. A glass mirror is used to 
view the larynx, to observe that the light is 
being properly directed. Both the metallic 
condensing mirror and the glass observation 
mirror are attached by adjustable joints and 
supports to a frame which can be conveniently 
attached to the back of an ordinary chair plac- 
ed in front of the patient. After a little prac- 
tice most patients readily learn to observe their 
own larynges and to direct the light upon the 
lesions. 

Beginning with very short exposures, usual- 
ly thirty seconds daily, these are gradually in- 
creased to a maximum total of ten minutes, or, 
in a few cases, twenty minutes once or twice a 
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day. A few brief case reports are given, and 
there is a diagrammatic sketch to illustrate the 
method of application. The authors have been 
encouraged by their results and feel that the 
method warrants more extended trial. (Review 
of Tuberculosis, 1919, Vol. 2, No. 11.) 





Stereoroentgenograms Of The Injected Lung. 


W. S. Miller publishes an important paper 
from the Tuberculosis Laboratory of the Johns 
Hopkins Medical School and Hospital, show- 
ing that by means of differential injection 
masses the relation of the pulmonary blood 
vessels to the bronchi and to each other can 
be demonstrated in stereoroentgenograms of 
the lung. This method of study also pos- 
sesses the advantage of showing the relation 
of the bronchi and blood vessels to the loba- 
tion of the lung, a point not always brought 
out in corrosion preparations. 

In its gross distribution the pulmonary ar- 
tery is situated posterior (dorsal) and slight- 
ly lateral to the main stem bronchi ‘while 
the pulmonary vein is situated anterior (ven- 
tral) and mesial to the main stem bronchi. In 
their ultimate distribution the branches of the 
pulmonary artery are closely associated with 
subdivisions of the bronchial tree while the 
branches of the pulmonary vein are situated as 
far as possible from the bronchi. The inter- 
weaving of the artery, bronchus, and vein 
which takes place along the periphery of the 
lung is to be differentiated from the hazy, 
smoky areas which are present in the early 
stages of tuberculosis. 

Attention is called to the apparent change 
in the relation of the artery and vein to the 
bronchus due to the natural curvature of the 
lung. 

The sharp ring-like shadows which are fre- 
quently seen in the middle third of the lung 
are often due to the plane which the bronchi 
bear to the observer, but when these shadows 
are broad with irregular, hazy borders, they are 
cast by bronchial cartilages. 

Three stereos, which can be removed for 
study, accompany the paper and assist in bring- 
ing out the descriptive text by which they are 
accompanied. (Review of Tuberculosis, 1919, 
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Book Announcements and Reviews 


The Monthly will be glad to receive new pub- 
lications for acknowledgment in these columns, 
though it recognizes no obligation to review them 
all. As space permits we uill aim to review those 
publications which would seem to require more than 
passing notice. 


Surgical Treatment. A Practical Treatise on the 
Therapy of Surgical Diseases for the Use of Prac- 
titioners and Students of Surgery. By JAMES 
PETER WARBASSE, M. D., formerly Attending 
Surgeon to the Methodist Episcopal Hospital, 
Brooklyn, New York. In three large octavo vol- 


umes and separate Desk Index Volume. Volume 
Ill. contains .861 pages with 864 illustrations. 
Philadelphia. W. B. Saunders Company. 1919. 


Per set (three volumes and the index volume), 
cloth, $30 per set. 


On the publication of the third volume and 
index, Warbasse has completed the largest un- 
dertaking in surgical authorship since Gross 
and Agnew presented their respective classics, 
and he seems to have succeeded in giving us a 
rational and comprehensive presentation of 
treatment of surgical conditions. As treat- 
ment is the ultimate aim in all surgery—and 
the dividing line between medicine and surgery 
is becoming less distinct—this work must have 
a wide appeal. 

As surgery is always in a developmental 
stage, there can be no ultimate “authority,” 
and this author is to be commended for dis- 
claiming originality in operations and methods 
of treatment which, though he may have been 
the first to describe, are all based upon well- 
known surgical principles common to all 
surgeons. 

Individual authorship with a complete sys- 
tem of cross-references has done away with the 
omissions and overlappings so frequently com- 
plained of in “systems.” 

On the other hand there is so much included 
that the author’s individuality and opinion on 
the various subjects considered are in many 
cases not easily ascertained. It would have 
been better if the chapters on the appendix, 
liver and gall-bladder could have been put in 
volume II. with surgery of the abdomen. This 
would have reduced the size of Volume III., 
so that the general index could have been em- 
braced in this volume instead of having a sep- 
arate existence though many may prefer the 
detached index. 

The field of reconstructive surgery has been 
a fruitful one in recent years—particularly dur- 
ing the late war. Warbasse’s chapter on plastic 
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and cosmetic surgery is especially fine—with 
its 200 illustrations. 

He suggests there are opportunities for de- 
velopment in cineplastic amputations. 

In the appendix we are given an abstract of 
surgical achievements of 1918, so we may safe- 
ly say Warbasse is strictly up-to-date and is 
worth a place in any doctor's library. 


H. 





“Procaine for Local Anesthesia in Surgery, 
The Specialties and Operative Dentistry” 


Is the title of a new illustrated booklet by 
Dr. F. H. MeMechan, editor of the American 
Yearbook of Anesthesia and Analgesia. It is 
an editorial abstract of a series of articles on 
local anesthesia and presents in simple, boiled 
down, yet detailed style, the advantages of 
Procaine; the various solutions and combina- 
tions used and how to prepare them from mar- 
keted products; indications and contraincica- 
tions, and the technic for its use in spinal, sa- 
eral, venous, ophthalmic, rhinolaryngologic 
and dental anesthesia. 

It may be had free by any physician, hospi- 
tal superintendent, surgeon or dentist sending 
his request to The Abbott Laboratories, 4757 
Ravenswood Ave., Chicago, Ill. 

The U. S. Civil Service Commission, 

Washington, D. C., announces open competi- 
tive examinations on June 3, for assistant epi- 
demiologist (male), at $2,000 to $2,500 a year: 
for assistant to medical director in the U. 8. 
Employees’ Compensation Commission, men 
only, at $2,000 a vear, and for consulting phy- 
siologist (male), in the Bureau of Mines, 
Washington, at $10 per diem when employed. 

On June 4 and July 9, there will be exami- 
nations for medical interne at St. Elizabeth's 
Hospital, Washington, for both men and 
women, at $75 a month and maintenance. 

On June 18, open competitive examinations 
will be held for men only, to fill vacancies for 
physicians in the Panama Canal Service, at 
salaries ranging from $150 a month upon en- 
trance, to $200, $225, $250, $275 and $300 upon 
promotion, and to higher rates for special 
positions. 

If interested in any of these positions, further 
information may be obtained by application 
to above Commission. 
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The Cause of Pain in Duodenal and Gastric 

Ulcer. 

Pain in the stomach is intimately bound up 
with the physiology of the stomach and the 
character of its nerve supply. About twelve 
years ago, Lennander, of Upsala, Sweden, in 
a very scholarly paper (Journal A. M. A., Vol. 
47, 1907, pp. 836-840), set forth his views on 
the nerve supply of the abdominal viscera. He 
believed that the stomach was without nerves 
capable of conducting the sensation of pain, 
but that pain was produced by stretching the 
mesenteric attachments of the stomach or in- 
testine and that all painful sensations of the 
abdominal viscera originated in the abdominal 
wall or in the parietal peritoneum. His work, 
however, seems to have been disproved by 
that of Kast and Meltzer (Medical Record, N. 
Y., 1906, Vol. 70, p. 1017), which was confirmed 
by Ritter (Central. f. Chir., 1908, XXXY., 
609). It may be accepted now that the stom- 
ach is supplied with nerves capable of conduct- 
ing pain, though they are not abundant. These 
fibres apparently terminate in the muscular 
coat of the stomach and do not penetrate to 
the mucous membrane, so the gastric mucosa is 
insensitive to pain. 

Cannon & Washburn (American Journal of 
Physiology, 1912, Vol. 29, p. 441), have demon- 
strated that the hunger pains, or so-called pangs 
of hunger, in a healthy stomach, are due to 
excessive peristaltic contraction of the stomach 
wall. These violent contractions, in all proba- 
bility, stimulate the terminals of the pain nerves 
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within the muscular coat of the stomach. Gins- 
burg, Tumpowsky, and Hamburger (Journal 
A. M. A., Sept. 30, 1916, Vol. 67, pp. 990-994), 
have shown that the pains of clock-like regu- 
larity which come on after meals in patients 
suffering with duodenal or gastric ulcer are 
due to the pessure of peristalsis on the pain 
nerves of the stomach which are rendered 
abnormally sensitive by the inflammation of 
the ulcer. It was formerly taught that the 
pain was caused by hyperacid gastric juice 
which, acting upon the ulcer, produced in 
some way the sensation of pain. It is now 
known that this is not correct and that the 
character of the gastric juice has nothing to 
do with pain except so far as it may incite or 
inhibit peristalsis. A hyperacid gastric juice 
tends to incite peristalsis and, when this acid- 
ity is lessened by the intake of food or soda, 
peristalsis is also thereby diminished. 

The situation, so far as hunger pains or pains 
from duodenal or gastric ulcer are concerned, 
may be compared with the production of pain 
in the sensory nerves in the hand. Normally, 
moderate pressure on the hand does not pro- 
duce pain, but the pressure may be so severe 
as to cause pain. This can be compared with 
hunger pains in a normal stomach when the 
excessively strong peristaltic contraction pro- 
duces pain in the stomach because of the great 
pressure on the nerves in the muscular coat. 
If, however. there is a boil on the hand, the 
slightest touch, that under ordinary circum- 
stances would not incite pain, may cause severe 
pain, because the sensory nerves have been made 
abnormally sensitive by the presence of inflam- 
mation. This condition may be compared with 
pain in ulcer of the stomach or duodenum when 
the sensory nerve fibres of the stomach are ren- 
dered abnormally sensitive by the inflammation 
of the ulcer and the pressure of peristalis that 
under ordinary conditions would produce no 
sensation causes marked pain. The strongest 
peristaltic waves usually begin about two hours 
after the intake of food—which accounts for 
the clock-like regularity of the pain. 

The beneficial action of a gastro-enterostomy 
in ulcer of the stomach or duodenum seems to 
be -merely relief of pain. Instead of being a 
drainage operation or a short-circuiting opera- 
tion, it appears to act solely by facilitating the 
emptving of the stomach and in this manner 
lessening the peristalsis that causes pain. 

J. SHevron Horstery. 
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GOOD ROADS IN VIRGINIA. 


Every doctor in this State is vitally inter- 
ested in the good-roads-movement. For ten 
years now, this subject has been written of and 
spoken about. Some work has been done but 
in a more or less inadequate way. Much money 
has been spent, but nobody is satisfied with 
the great “mud-tax” that citizens of Virginia 
pay annually. 

No class of citizens are affected more directly 
by the wretched roads of Virginia, at certain 
periods of the year, than physicians. Much 
of the doctor’s life-time is spent upon the roads. 
By day and by night he is going about ad- 
ministering to suffering humanity. Bad roads 
try his soul and weary his body and render him 
mentally harassed and physically unfit. Good 
roads, over which in some comfort he can easily 
and safely travel day or night, make for better 
service to the sick and at less cost in body and 
nerves, 

Judging from newspaper comment, it seems 
that there is division and difference of view 
as to the wisdom of calling an extra session 
of the Legislature in order to get the Federal 
money for this great reconstructive work in 
this old commonwealth. Is it not a job big 
enough for which to call a Legislature into 
extraordinary session? Have there not been 
enough discussion, and resolutions, and ad- 
dresses? Has the time to act not come? Why 
should people of Maryland, North Carolina, 
West Virginia and Georgia have either the 
actual permanent roads in operation or plans 
in execution for securing them, while Virgin- 
ians continue to “talk” good roads and to pay 
“the self-imposed mud-tax?” Is it not worth 
sixty-five thousand dollars to any state to get 
itself started in a work of the sort? Surely 
it is worth it to find out whether or not the 
present representatives of the people intend to 
really get to work on a plan for giving this 
state permanently built roads. 

The physicians of this state are interested. 
Each county has its representatives, and the 
physicians of each county know them. Let 
the doctors make known their wishes on this 
vitally important question to the members of 
the Legislature and urge action. There is no 
more urgent need. Does this question not vit- 
ally affect school-life of children, social and 
business life of the people and the comfort and 
health of this generation and those to follow? 
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Let the extra session be called for this job. It 
is big enough to justify the expense. 

If Georgia sixty million, if North Carolina 
twenty-five million, if West Virginia fifty mil- 
lion for good and permanent roads, why not 
Virginia ! 


News of M. R. C. Officers. 


Dr. J. M. Holloway, Port Royal, who went 
overseas with the American troops last August, 
has been promoted to the rank of captain. Be- 
fore leaving this country, Dr. Holloway was 
stationed at Camp Johnson, near Jacksonville, 
Fla. 

Major FE. Howe Miller, Danville, landed in 
Boston April 18, and was sent to Camp Devens 
to receive his discharge. 


Capt. J. Gordon Boisseau, of this city, but 
now serving in France, has been promoted to 
the rank of major, according to information 
received here in April. 

Major Walter J. Otis, formerly of this city, 
has returned from France and has resumed 
his position as assistant physician on the staff 
of McLean Hospital, Waverley, Mass. While 
abroad, Major Otis was on duty at the Special 
Hospital for War Neuroses at La Fauche, 
which was Base Hospital No. 117, after which 
he was transferred for service to Base Hospital 
No. 214, at Savenay, the Neuro-Psychiatric 
Base of the American Expeditionary Forces. 

Dr. P. E. Tucker, Buckingham, who has been 
serving overseas, recently landed at Newport 
News, and was sent to Camp Lee to receive 
his discharge. 

The following members of Base Hospital No. 
45 are among those who reached this country 
the last of April or first of May, and have re- 
sumed their practices in this city: Lt. Col. J. 
Garnett Nelson, Major E. Guy Hopkins, Major 
A. L. Herring, Capt. Carrington Williams and 
Capt. R. C. Fravel. 

Capt. F. C. Pratt, also of Base Hospital 
unit No. 45, has likewise received his discharge 
and resumed his practice in Fredericksburg. 

A detachment of Base Hospital unit No. 41, 
formed at the University of Virginia, landed 
at Newport News, the latter part of April and 
were sent to Camp: Lee to receive discharges. 
Col. W. H. Goodwin, of the University, was 
in charge of the unit and Col. Julian M. Ca- 
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bell, of Washington, a regular army man, was 
in charge of the enlisted men. 

Dr. Richard T. Arnest, Hague, Va., has been 
reported as rendering conspicuous service in 
his line of work and has been promoted from 
lieutenant to captain. 

Lt. C. E. Dyer, who recently received his dis- 
charge, has resumed his practice in Pulaski. 

Dr. William H. Craig received his discharge 
from Camp Wadsworth the latter part of April 
and has taken up his work in this city. 

Lt. A. C. Sinton, surgeon U. S. Navy, form- 
erly of this city, arrived in New York the 
middle of April. He recently served as chief 
operating surgeon in the U. S. Naval Base 
Hospital at Brest. 

Capt. Joseph T. Buxton has received his clis- 
charge and returned to his work in Newport 
News. 

Capt. R. G. Wiatt spent a fifteen days’ leave 
of absence at his home in this city, in April, 
after which he returned to Camp Jackson for 
his discharge. 

Major George H. Musgrave, of Southampton 
County, has recently returned home from ser- 
vice in France. Announcement is made of his 
engagement and approaching marriage, to 
Miss Bessie Douglas Ridley, of Courtland. The 
wedding is to be in June. 

Capt. Julian M. Robinson has received his 
discharge and resumed his practice in Danville. 

Lt. R. W. Woodhouse, who has received his 
discharge, has returned to his home at Vir- 
ginia Beach. 


New West Virginia Hospital. 

Drs. William R. Laird, B. F. Brugh, H. C. 
Skaggs and William Nelson are having erect- 
ed in Montgomery, W. Va., a 100 bed private 
hospital, which will be opened between August 
15 and September 1. It will be equipped 
with all modern conveniences. Montgomery is 
in the heart of a rich coal field section and the 
hospital will have a thickly settled country 
in close radius of Montgomery, on which to 
draw for patients. 


The Southside Virginia Medical Association 

Will hold is regular meeting in Petersburg, 
June 10. As so many of its members have 
recently returned from war service, it is hop- 
ed that this will be an especially good meeting. 
The secretary, Dr. R. L. Raiford, Sedley, Va., 
will be glad to furnish any information. 
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Dr. W. T. Graham, 


Of this city, gave an illustrated lecture on 
“The Restoration of Function,” at the Medical 
College of Virginia, April 30, under the 
auspices of the Richmond Society of Physical 
Education. 


Dr. Joseph Bear, 


Who has been taking post-graduate work in 
Baltimore, Philadelphia and New York, since 
being released from army service, has returned 
to this city and taken up his work here. 


Dr. T. B. Leonard, 


Of this city, but now connected with the 
State Board of Health and the U. S. Health 
Service, is in charge of clinics in Virginia to 
aid in stamping out social diseases. 


The Surgeons’ Club of Richmond 


Tendered a reception at University Club, 
May 6, to officers of Base Hospital Unit No. 
45, recently returned from overseas. ‘There 
were about sixty physicians and surgeons in 
attendance, including visitors from other parts 
of this State and North Carolina. Following 
the banquet, there was an informal meeting, at 
which the president, Dr. J. Shelton Horsley, 
presided. Among the speakers were Col. 
Stuart McGuire, who organized the unit; Lt. 
Col. J. Garnett Nelson and Capt. J. F. Geis- 
inger. 


Corner-Stone Laid for Retreat for Sick. 


The corner-stone was laid May 8, of the new 
building for the Retreat for the Sick, on the 
corner of Mulberry Street and Grove Avenue, 
this city. The ceremonies were conducted by 
Temple Lodge, No. 9, Ancient Free and Ac- 
cepted Masons. Preceding the exercises, there 
was a parade which represented practically 
every military and civic organization in the 
city. 


Dr. Rosalie Slaughter-Morton, 


Formerly of Lynchburg, Va., but who has 
for some years made her home in New York, 
was a recent visitor in this State and delivered 
talks at several places in behalf of the Serbian 
relief work. Dr. Slaughter-Morton has been 
working in Serbia as an American Surgeon, 
and expects shortly to return there to continue 
her work of mercy in that desolated country 
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Married— 

Dr. Garland M. Harwood, U. 8S. A., recently 
returned from France, and Miss Margaret M. 
Pinchbeck, of Baltimore, in this city, April 29. 
Upon return from their wedding trip, they ex- 
pect to make their home in Richmond. 

Dr. William H. Dulaney and Mrs. Emma N. 
Wells, both of Lynchburg, Va., April 30. 

Dr. Joseph J. Roberts, Baltimore, and Miss 
May Brooks Clarke, of this city, May 1. 

srigadier-General Jefferson R. Kean, of the 
U.S. Army Medical Corps, and Miss Cornelia 
Knox, of Philadelphia, in France, March 24. 
Gen. Kean was a native of Lynchburg, Va., and 
is well known in this State. 
Dr. R. C. Bull, 

Of the U. S. A. Medical Corps, retired, has 
gone to Lexington, Va., to take up his duties 
as post surgeon and professor of biology. 


Dr and Mrs. J. E. Clagett 


And two sons, of Hamilton, Va., visited rela- 
tives in Winchester, the latter part of April. 
Dr. George Tucker Harrison, 

Of Charlottesville, Va.. was elected surgeon 
of the John Bowie Strange Camp of Confed- 
erate Veterans,‘at their annual meeting, in 
April. 

Memorial Tablet to Dr. Broaddus. 

A memorial tablet to Dr. T. Nash Broaddus, 
who died during the influenza epidemic last 
fall, was unveiled April 15, at Sheltering Arms 
Hospital, this city. The tablet was presented 
by the Church Hill Medical Society (a local 
society of this city), of which Dr. Broaddus 
was a member. Dr. R. S. Faris, secretary of 
the Society, unveiled the tablet, and Dr. G. 
Chambers Woodson made the speech of pre- 
sentation. 


Health Officers Meet. 

Twenty Virginia members of the American 
Public Health Association met in Richmond, 
April 15, pursuant to a call issued by Dr. E. 
C. Levy, Director of Public Welfare of this 
city, and discussed plans for forming a State 
health association and increasing the member- 
ship of the national organization. Among the 
various matters discussed was the question of 
city allowances for transportation of directors 
of public welfare and health officers. It de- 


veloped that Norfolk allowed its director $1,850 
for an automobile, and Petersburg $1,750 for 





[ May, 


the same purpose, but Richmond does not pro- 
vide any method for its director of public wel- 
fare to get over the city. 


Dr. William F. Mercer 

Has returned to his home in this city after 
a visit to Rochester, Minn., where he went to 
attend clinics by the Mayo brothers. 


Dr. and Mrs. William H. Higgins, 
Of this city, have recently returned home 
after a visit to Clifton Springs, N. Y. 


Dr. J. N. Applewhite, 

Recently of Pope, Va., is now located at 
Capron. 
Dr. Oscar L. Powell, 

Onancock, Va., was a visitor in New York, 
last month. 


Dr. and Mrs. Robert C. Bryan 

Have returned to their home in this city, 
after a short visit to New York City. 
Dr. and Mrs. Gordon L. Todd, 


Princeton, W. Va., visited the doctor’s fath- 
er, at Mt. Solon, Va., in April. 


Dr. and Mrs. H. Graham Stoneham, 

After a stay of some time in New York 
City, have returned to their home in Waverly, 
Va. 

St. Louis Gets Hospital. 

U. S. General Hospital No. 40 has just been 
opened in St. Louis and several hundred 
wounded soldiers returned from France are 
being treated there. It has accommodations 
for nearly 1,000 patients, and has a staff of 40 
army doctors, 100 nurses and about 200 en- 
listed men to care for the wounded. 


Medical College of Virginia. 


Commencement exercises of the College will 
begin June 17 instead of June 3, as in former 
years. This delay was occasioned by the out- 
break of influenza in the Fall, at which time 
the junior and senior students were sent by 
the State Board of Health to various sections 
of the State to assist local physicians in check- 
ing the ravages of the disease. The graduating 
class will be small this year, there being only 
twenty-five in the senior class. The senior 
class of dentistry has thirty-nine members and 
the advanced class in pharmacy, fourteen, who 
hope to graduate. 
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Blindness and Amputations in U. S. Forces. 
The bureau of war risk insurance announced 
last month that there were but 125 cases of 
total blindness and less than 4,000 amputations 
in the American forces engaged in the war. 
Not even all of the 125 cases of total blindness 
cited have been declared as permanent by the 
medical officers in charge. Denial has been 
authoritatively made that there were any cases 
in which men lost both arms and both legs. 
To April 1, there had been more than 500 
artificial limbs furnished to disabled men un- 
der the provisions of the act of Congress. 


Catawba Sanatorium Prepared to Care for 

More Patients. 

It is announced that 100 beds have been 
added to the equipment of Catawba Sanato- 
rium, and that these should permit the en- 
trance of all tuberculous patients who have al- 
ready applied for treatment. The State De- 
partment of Health is anxious that the ser- 
vices of the institution be utilized to full 
capacity. Patients at Catawba pay only $5 
weekly for board and treatment. 


Many Defective School Children. 


The report of the executive committee of the 
National Physical Education Service states 
that 50% of the 25,000,000 boys and girls of 
school age in this country have physical de- 
fects and ailments which impede their normal 
development. A lack of proper physical edu- 
cation was attributed by the committee as the 
cause for the physical disability and a broad 
program of State and Federal legislation for 
the required education was urged as a means 
for bringing the children to the required stand- 
ard. 

Dr. R. L. Payne, 

Of Norfolk, Va., has been appointed chief 
surgeon of the Virginian Railway. 
The American Medical Association 

Is to hold its annual meeting in Atlantic 
City, June 9-13. Numerous other societies are 
scheduled to meet there also, just before, dur- 
ing or immediately after this meeting. 


Dr. William F. Drewry, 
Petersburg, Va., was appointed by Governor 
Davis as a delegate to the Southern Sociologi- 


cal Congress, which met in Knoxville, Tenn., 
May 11-14. 
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D. Charles U. Gravatt, 

Port Royal, Va., who has represented his 
district in the State Senate for several terms, 
has announced his candidacy for re-election. 


Dr. and Mrs. H. Stuart MacLean 

Have returned to their home in this city, 
after spending a short time at Old Point Com- 
fort, Va. 

Other Countries Hard Hit by Influenza. 

Official advice received from Switzerland, ac- 
cording to Public Health Reports, shows that 
the pandemic of influenza affected about 700,- 
000 out of that country’s population of 4,000,- 
000, or 17.5 per cent. As in England, there 
were two distinct waves, one with its crest in 
July and the other with the crest in October. 
“The occurrence of these waves in practically 
all parts of the world where the pandemic 
prevailed is most puzzling. It is difficult to 
conceive of any external, i. e., environmental, 
influence acting so uniformly throughout the 
world, and that the virus should everywhere 
show these peculiar variations in infectivity 
and virulence is certainly most remarkable. 

In South Africa, over 40 per cent. of its 
population was affected with influenza in the 
four months during which the epidemic raged 
there. The mortality rate was high, especially 
in Cape Province, where out of every thousand 
of population there were 33.5 deaths from in- 
fluenza and its complications. In South Africa 
persons in the third and fourth decades were 
particularly susceptible to attack by the dis- 
ease, and the death rate was also greater in 
these age groups. Here also there was a high 
mortality among pregnant women and the dis- 
vase resulted in miscarriages in a large num- 
ber of instances. 


Noth Carolina Medical Meetings. 

At the annual meeting of the Medical Society 
of the State of North Carolina, at Pinehurst, 
April 15, 16 and 17, under the presidency of 
Dr. Cyrus Thompson, Jacksonville, it was de- 
cided to hold the next meeting at Charlotte, 
and the following officers were elected: Presi- 
dent, Dr. Carl V. Reynolds, Asheville; vice- 
presidents, Drs. Herbert Walker, Elizabeth 
City; F. S. Whitaker, Kinston, and Thos. Fox, 
Franklinville, and _ secretary-treasurer, Dr. 
Benj. K. Hays, Oxford. 

The North Carolina State Health Officers 
held their annual meeting at Pinehurst on 
April 14, under the presidency of Dr. J. Rufus 








50 VIRGINIA MEDICAL MONTHLY. 


McCracken, Waynesville. Dr. Everett F. Long, 
Lexington, was elected president; Dr. Carl V. 
Reynolds, Asheville, vice-president, and Dr. 
Geo. M. Cooper, Raleigh, was re-elected secre- 
tary-treasurer. 

At the annual meeting of the North Carolina 
State Hospital Association, in Pinehurst, April 
6, Dr. J. F. Highsmith, Fayetteville, presiding, 
an earnest appeal was made for the standardi- 
zation of the hospitals and their training 
schools. Dr. John P. Munroe, Charlotte, was 
elected president for the ensuing year; Drs. J. 
T. Burrus, High Point, and E. T. Dickinson, 
Wilson, vice-presidents, and Dr. John Q. 
Myers, Charlotte, secretary-treasurer. 

Health Pagent in Danville. 

May the second was celebrated in Danville, 
Va., as “Better Health Day” and was the oc- 
casion for a remarkable parade and pageant. 
Over 4,000 men, women and children marched 
in the parade to the place where the open-air 
playlet was to be staged. The children were 
gaily dressed and the floats in the parede were 
attractively decorated and carried placards 
and banners emphasizing preventive measures 
for the protection of the public health and call- 
ing attention to the duty of protecting children 
from disease and ill health. After the play 
had been presented, short addresses on health 
subjects were made by people well-qualified to 
speak along this line. 

To Dr. R. W. Garnett, the city health officer, 
is due the credit for the inception and, to some 
degree, the carrying out of the clever scheme. 
The entertainment was enthusiastically received 
and aroused much interest. 

To Our Readers: 

The Co-operative Medical Advertising Bu- 
reau, of 535 North Dearborn Street, Chicago, 
the advertising representative of the Virginia 
Medical Monthly, in the general advertising 
field, maintains a Service Department to answer 
inquiries from you about pharmaceuticals, 
surgical instruments and other manufactured 
products, which you may need in your home, 
office, sanitarium or hospital. This service is 
absolutely free, and we invite you to use it. 
The Bureau is equipped with catalogues and 
price lists of manufacturers, and can supply 
you information by return mail. 

For Sale—One Bausch and Lomb microscope 
with two objectives, A and B. In perfect 
condition. Price fifty dollars. Write Dr. J. 
E. Copeland, Round Hill, Va.—(Adv.) 


[ May. 


For Sale—For price of property, the best coun- 
try location in the State; 12-room house, 8- 
room hospital, and three acres of land, in a 
good town of 500 inhabitants. Farming 
country surrounding; collections 90%. Did 
$10,000 business last year and this could be 
doubled or more by having an assistant and 
doing all your own surgery. Hospital estab- 
lished 6 years. Address “Southwest Vir- 
ginia,” care this journal.—( Adv.) 





Obituary Record. 


Dr. John A. Robinson, 


Of Norfolk, Va., died suddenly at his home 
in that city, April 15, about 60 years of age. 
He was a native of Chesterfield County, this 
State and studied medicine at the University 
of Maryland, from which he graduated in 1883. 
Dr. Robinson was identified with the State and 
several other medical societies. His widow and 
two daughters survive him. 


Dr. Edward Poral Turner, 

Of Isle of Wight County, Va., died sud- 
denly of heart trouble at the home of his 
daughter, in this city, May 2. He was born 
in Chesterfield County, this State, fifty-seven 
years ago, and, upon completing his academic 
education, studied medicine at the University 
of Maryland, from which he received his di- 
ploma in 1885. He had practiced medicine in 
Richmond, Hampton and Isle of Wight Coun- 
ty. Dr. Turner was secretary of the Grand 
Lodge of Odd Fellows of Virginia and was 
also prominent in Masonic circles. His widow 
and several children survive him. 


Miss Jane A. Delano, 

Who died April 15, at Base Hospital No. 8, 
Sauvigny, France, was one of the foremost 
figures of the nursing world. She graduated 
from Bellevue Hospital, New York, in 1886, 
and two years later rendered her first patriotic 
service to her country by volunteering to nurse 
yellow fever victims in Jacksonville, Fla. Since 
then, she has held many prominent positions. 
It was under her direction that 30,000 nurses 
were recruited through the American Red 
Cross for service in the army and navy, after 
the United States entered the war. During 
this war, she served the American Red Cross 
from first to last without compensation, as a 
full-time volunteer. 








